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S Editorial. 


An important addition is made this month to the Editorial Staff 
of the Journal. 

It has long been an open secret that the excellence of the summary 
of contemporary literature in the British Gynecological Journal 
was largely, if not wholly, due to the fact that the Editor, Dr. 
J. J. Macan, devoted an enormous amount of time and labour to it, 
and had gradually taken almost the whole burden of it upon his own 
shoulders. When the new Royal Society of Medicine was formed, 
and the British Gynecological Journal consequently ceased to exist, 
it seemed desirable that some arrangement should be made by which | 
obstetrics and gynecology should continue to have the advantage 
of Dr. Macan’s valuable services and long editorial experience. 

It is therefore with great pleasure that we this month welcome 
Dr. Macan as a colleague on the Staff of this Journal. The section 
devoted to the Review of Current Literature will henceforth be under 
his charge, the present editorial arrangements remaining otherwise 
unchanged. 

Our readers will also be interested to learn that a General Index 
(of authors and subjects) to the first ten volumes of the Journal is in 
the press and will appear shortly, It is no doubt unusual to issue a 
general index to so small a number of volumes, but this Journal is so 
largely used as a book of reference that it was thought well, in this 
case, not to wait longer. It has hitherto been necessary, when looking 
up the recent literature of a subject, to consult the index of every one 
of the ten volumes of the Journal seriatim; the General Index will 
obviate this necessity. 
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The preparation of it has been entrusted to Dr. Alice Ker, a lady 
who is not only a member of the medical profession, and is therefore 
acquainted with its technicalities, but who has also had previous 
indexing experience, whilst a member of the Editorial Staff will 
supervise the work. There is every guarantee, therefore, that the 
work will be done well. 

The preparation and printing of such a volume will unavoidably 
entail considerable expense. In order partially to meet the cost it 
has been decided to make a charge of 5s. per copy. It is hoped that 
every subscriber will, when the volume is announced as ready, order 
a copy from the publishers, even if for no other reason than to show 
a generous appreciation of the public spirit shown by the directorate 
in authorizing its publication. 

It has also been decided that the Index to each half-yearly volume 
shall in future be compiled on the same lines as the General Index, 
and in order to make it more useful for general reference purposes, 
and, in some degree, to compensate for the discontinuance of the 
Index Obstetricus, short abstracts of all articles appearing in the 
more important Obstetrical and Gynecological Journals are now 
included in the Review of Current Literature. As the titles of all 
papers mentioned in the Review will be indexed, each half-yearly 
Index will thus become an obstetrical and gynecological bibliography 
for the preceding six months, and should prove of great value to 
those who are looking up the recent literature of any obstetrical or 
gynecological subject. 

The addition thus made to the number of articles in the Review 
of Current Literature has been met by a reduction in the size of the 
type, and in the spacing, of that part of the Journal. It had for some 
time seemed desirable that some alteration of the kind should be 
made, in order to differentiate the original matter from the rest of 
the Journal. This change must, however, on the ground of expense, 
be regarded as to a certain extent experimental. 
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On Pelvic Inflammations in the Female. 


Being the Ingleby Lectures for 1907, delivered at the University 
of Birmingham, May 9th and 16th. 


By Tuomas Writson, M.D. (Lond.), M.Ch. (Birm.), F.R.C.S. (Eng.), 
Obstetric Officer to the General Hospital, Birmingham. 


Lecture I. 


Introductory. 


Tue Ingleby Lectures were established in connexion with Queen’s 
College, Birmingham, in the year 1876, and were intended to promote 
“the advancement of Obstetric Medicine and Surgery including 
Diseases of Women and Children, being a branch of Medical Science 
in which Dr. John Tomlinson Ingleby acquired considerable reputa- 
tion.” 

Dr. Ingleby practised in Birmingham from the year 1816 
until his death at the end of January, 1845. The writer of an 
eloquent and appreciative obituary notice tells us that death resulted 
from pneumonia, for which it is interesting, as showing the difference 
between the treatment of inflammations then and now, to note that 
blood was taken to the amount of a pint from the arm, leeches were 
applied to the head, followed by a blister and a cathartic of colocynth, 
and small doses of calomel at short intervals. Two days after the 
acute onset of the pneumonia the patient was seized with intense 
headache, for which affusions of cold water were used, followed by 
leeches to the side of the head, and other remedies; delirium followed, 
and the patient died on the 5th day from the onset of the pneumonia. 
Post mortem examination disclosed pleurisy on the right side and 
meningitis. The writer in his summary states that “from the be- 
ginning to the end the case was clearly one of metastatic gout, altering 
its features with the several organs it visited, but uniformly dis- 
tinguishing itself by the characteristics of specific inflammation.” 
In the light of present day knowledge it is probable that the cause 
of death was a terminal infection by the pneumococcus. 

Dr. Ingleby completed his 50th year shortly before his death, 
“a victim to the undue devotion to study and to the duties of his 
immense practice.” 


He was the first specialist in Obstetric Medicine in Birmingham, 
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and lectured on Midwifery when the Medical School was first formed 
in this City in 1828. He was one of the original members of the 
still flourishing Medical Benevolent Society, and it is good evidence 
of the esteem in which he was held by his professional brethren that, 
as I am informed by Mr, Haslam, he was appointed President of the 
Society in 1836. As an author on Obstetric subjects Dr. Ingleby 
was without a provincial rival, and his writings, as Dr. Cullingworth 
has remarked, were evidently the outcome of close personal observa- 
tion and of sound judgement, and appear to have fairly reflected 
the best opinions and the best practice of the time. Among several 
papers by Dr. Ingleby published in the Edinburgh Medical and 
Surgical Journal, is one in relation to the subject of these lectures 
in Volume 49 for 1838, in which he relates several epidemics of 
puerperal fever which occurred in Birmingham in the years 1828, 
1833, and later. In this paper the author insists upon the great 
contagiousness of the affection, and recognizes the fact that erysipelas 
and puerperal fever may be due to the same morbid poison. He 
refers to the then recent researches of Dr. Robert Lee on the morbid 
anatomy of puerperal fever. 

At that time scientific knowledge of pelvic inflammations was 
rudimentary, and it was not until the second half of the century 
that a deeper insight began to be obtained into the nature of inflam- 
mations in general and those of the uterine appendages in particular. 
After Dr. Lee’s researches, the next important work appears to have 
been that of Bernutz and Goupil, who, in 1857, first made known to 
the profession that gonorrhea frequently gives rise to severe in- 
flammations of the uterine appendages and pelvic peritoneum. In 
1872, Noeggerath, in an epoch-making paper, emphasized with some 
pardonable exaggeration the widespread and disastrous effects pro- 
duced by gonorrhea on the female pelvic organs. In 1879 the gono- 
coccus was discovered by Neisser. About this time the development 
of modern surgery began to pave the way for a fuller knowledge 
of these affections, and among the earliest workers in this field the 
name of our late fellow townsman, Lawson Tait, stands conspicuous. 
In the early eighties Tait,.on many occasions, brought before the 
Pathological and Obstetrical Societies papers on, and specimens of, 
pyosalpinx removed by operation from patients in whom they had 
been the cause of grave persistent illnesses. , 

Like all other leaders of men, Lawson Tait not merely drew 
to himself a large following of disciples and believers, but excited 
among the more conservative members of the profession a determined 
opposition. He was not long in gaining support from the patho- 
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logical side. In 1884 Dr. J. K. Fowler read a paper before the 
Medical Society of London in which he related 15 cases of diseases 
of the uterine appendages occurring in the post mortem room at 
the Middlesex Hospital in the preceding 3 years. In at least seven 
of the cases death had resulted from the condition, in several of them 
from ruptured pyosalpinx; while testimony to the severe and long 
continued exhausting illness which may result from pyosalpinx is 
found in the fact that two of the patients died with amyloid disease 
of the viscera. Three years later, Lewers at the Obstetrical Society 
related his observations on 100 post mortem examinations of female 
patients at the London Hospital; he had found pyosalpinx in 5 of 
the cases, hematosalpinx in 4, and hydrosalpinx alone or combined 
with pyo- or hematosalpinx in 8. A few years later, in 1892, Culling- 
worth read a paper at the same Society on the value of abdominal 
section in certain cases of pelvic peritonitis, based on a personal 
experience of 50 cases; and since this time it has been universally 
recognized by the profession in this country that surgical treatment 
is not only justifiable, but of the greatest value in certain inflamma- 
tions of the uterine appendages. 


Formerly pelvic inflammation could only be studied at the bed- 
side and in the post mortem room. Now, abundant material is pro- 
vided by the numerous operations performed for these affections, and 
frequent opportunities are afforded for comparing the results of clin- 
ical examination with the actual conditions present in the diseased 
organs. In the investigation the aid of the microscope, of chemistry, 
and of bacteriology is invoked, and in the last few years a further 
great impetus has been given to the research by the development of 
bio-chemical methods. At the present time a case of pelvic inflam- 
mation demands not merely the use of all the time honoured methods 
of clinical examination, subjective and objective, but calls for the 
employment by specially skilled observers of chemical and bacterio- 
logical methods of determining the characters of the blood, of the 
discharges, and of fluids and tissues which may be removed either 
during the life or after the death of the patient. 

At a large General Hospital, such as the one to which I have 
the honour to be attached, abundant opportunities are presented of 
studying pelvic inflammations in the female in all stages and degrees 
of severity. Among the out-patients in the special department for 
diseases of women are seen the slighter cases that are amenable to 
simpler methods of treatment. Here one patient in every eight is 
affected by inflammation of the pelvic peritoneum or cellular tissue 
or of the uterine appendages. 
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In a consecutive series of 8,714 special cases of diseases of women 
seen by me, 1092=12°5 per cent., applied for treatment for these 


affections. The diagnosis of the various conditions observed was as 
follows :— 


Acute pelvic cellulitis ... yan 

Subacute or chronic pelvic cellulitis ... 
Acute inflammations complicating pregnancy... 

Acute pelvic peritonitis ... 

Suppurative pelvic peritonitis ... 

Tuberculous pelvic peritonitis ... 

Chronic pelvic peritonitis 

Salpingitis ... ah ‘en. ee! eee 

Salpingo-odphoritis se sein a a 

Odphoritis ap i i ae a in 223 

Adherent retroversion of the uterus ... ait a 


1092 


These headings represent merely working clinical diagnoses, and 
as in the great majority of the patients recovery, partial or complete, 
has taken place without the opportunity of actually inspecting the 
affected organs, it has not seemed necessary or even useful further 
to analyse the cases upon this occasion. 

In the post mortem room we are able to see the end result of the 
affections in the worst cases, and for this purpose I have examined the 
records of 1487 consecutive autopsies on females that have been made 
in the Birmingham General Hospital from 1891 until the middle of 
the year 1906. The notes vary much in value according to the atten- 
tion paid to the pelvic organs by the pathologist for the time being, 
but abundant evidence is afforded of the frequency and gravity of the 
affections we are considering. Secondary affections of the Fallopian 
tubes of merely pathological interest are frequently observed, as in 
cases of perforative peritonitis from various causes, where the re- 
sulting exudation invades the open fimbriated extremities ; in patients 
dying from tuberculous affections, in whom the tubes and pelvic 
peritoneum are frequently involved; and in women dying of cardiac 
diseases, in whom catarrhal salpingitis is common. Cases in which 
death is directly brought about by diseases arising in the generative 
organs are also common enough. The affections may be fatal in the 
acute stage from septicemia, pyemia, or peritonitis; or in the later 
stages from rupture or perforation and peritonitis, or from intestinal 
obstruction. The most frequent cause of death in the earlier stages 





Wilson: Pelvic Inflammation 7 


is puerperal infection, and in the present series are included 22 such 
cases. One patient died from thrombosis of the inferior vena cava 
arising from a pelvic peritonitis. In four patients acute gonorrheal 
peritonitis, and in one gonorrheal pyemia, caused death. The fatal 
issue may result after a long period had elapsed, sometimes many 
years after the originating infection. Thus fatal peritonitis was 
caused by rupture of a pyosalpinx in seven instances, and 
of an ovarian abscess in two; while saprophytic infection of an old 
tuberculous pyosalpinx led to the death of another patient. In 17 
cases intestinal obstruction was set up by bands having one end 
attached to the uterus or its appendages; in 5 of these there had been 
previous operations on the pelvic organs, in the other twelve none. 
In 2 cases it is noted that hydronephrosis had arisen from pressure 
on the ureters by pyosalpinx. One of these cases was of peculiar 
interest; it occurred in a rickety child of 24 years, who died of gono- 
coccal peritonitis; the tubes contained thin pus and the pathologist 
observes that “ it is evidently their pressure that has caused narrowing 
of the ureters and hydronephrosis.” The pus in the tubes contained 
diplococci, mostly intra-cellular, not taking Gram’s stain. Seven 
patients died from infection by the pneumococcus, and in six of them 
it is distinctly stated that the uterus and appendages were healthy; 
three, however, had been recently delivered, so that it would appear 
that the puerperal state in some way predisposes to infection by the 
pneumococcus, but that the invasion does not take place by way of | 
the pelvic organs. 

In this account of post mortem observations on pelvic inflamma- 
tions in the female I have purposely omitted any reference to the 
examinations made upon patients dying after gynecological opera- 
tions. The cases of intestinal obstruction and of ruptured pyosalpinx 
referred to came to my surgical colleagues in the ordinary course of 
emergency operations, and the information gained from autopsies on 
my own patients have been used in the analysis of in-patient cases. 

The most acute and severe cases of pelvic inflammation that apply 
for help are admitted for in-patient treatment, in most instances by 
operation. In a certain proportion, after further observation, opera- 
tive treatment is not considered necessary or is rejected. For the 
present purpose 38 such cases are not considered, because conclusions 
to be of service should, in my opinion, be based not merely upon 
clinical observation of patients, but also upon a careful investigation 
at operation or post mortem examination of the diseased organs. 

For the purpose of these lectures I have analysed the notes of every 
case of inflammation of the uterine appendages and of the pelvic peri- 
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toneum and cellular tissue that has come under my care for operation 
in the in-patient department of the General Hospital up to the end 
of 1906; in most of the cases the necessary surgical treatment has 
been carried out by myself, but in a certain number the operations 
have been performed by my colleague, Mr. Hewetson, and by the 
Resident Surgical Officers. All my private operations until the 
same date have been included in the analysis. The total number of 
ceases is 307, in which are included 6 of puerperal pyemia and 41 of 
suppuration of the pelvic cellular tissue. 


Petvic CELLULITIC ABSCEss, 


Of the cases of extraperitoneal abscess one which had existed since 
the previous labour and had opened into the vagina was complicated 
by pregnancy; in another patient a small abscess formed between the 
layers of the outer part of the broad ligament after an abortion; and 
in a third persistent suppuration of the connective tissue surrounding 
the supra-vaginal cervix followed upon an operation for removal 
of the appendages performed elsewhere. All the other cases were 
puerperal, and with two exceptions were operated upon within three 
months of labour. In one patient who was very ill with a third 
attack of acute lateral cellulitis, 5 years had elapsed since the last 
labour, with which the history clearly connected the abscess. The 
other exception occurred in a patient 2} years after the last labour; 
there was no leucocytosis; through a sub-peritoneal incision curdy 
matter in which was a calcareous nodule was evacuated; the pus 
contained small diplococci growing feebly on agar, and staining by 
Gram’s method, but no tubercle bacilli could be found; 2 months 
after the operation there was still a mass behind the uterus, probably 
caused by a pyosalpinx. The situation of the abscess in these extra- 
peritoneal cases was in the lateral connective tissue in 31, in the 
connective tissue behind the uterus in 8, and between the layers of 
the broad ligament in 2, both verified by abdominal section. In 
5 of the cases an exploratory laparotomy was performed, and in every 
instance disclosed adhesions of the appendages on the side affected, 
varying from a few loose membranes to dense brawny induration. 


INTRAPERITONEAL ABSCESS. 


Among the remaining 260 cases of pelvic inflammation there were 
41 cases of intraperitoneal suppuration, of which 12, associated with 
pyosalpinx, will be considered in that connexion. Of 12 other cases 
in which a posterior vaginal incision was made, in 6 the appendages 
were made out to be adherent and enlarged; in the other 6 the appen- 
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dages could not be definitely recognized. 17 cases treated by ab- 
dominal incision and drainage included one where the uterus had 
been perforated in curetting for an incomplete abortion, and 4 in 
which the origin of the pus could not be made out with certainty. 
In a 6th patient the whole pelvis was filled by a dense, hard, in- 
flammatory mass, containing small disseminated collections of pus, 
and the relations to the organs could not be made out. The other 
cases occurred in parous patients, and had probably originated in the 
appendages. Of the whole number of 41 intra-peritoneal abscesses 
18 certainly, and 11 others with great probability had originated in 
affections of the uterus or of its adnexa. Of the remaining 12, sup- 
puration had been caused by infected ligatures or infection at a pre- 
vious operation in 5, and in several the pathological relations were 
obscure. 

Excluding puerperal pyemia and cellulitic abscess, and subtract- 
ing 12 cases of pelvic abscess, some of them of doubtful origin, it 
appears that of 260 cases of pelvic inflammation in the female treated 
by operation, 248 originated in the uterine appendages. Of these 
151 were for suppurative conditions, and 97 for catarrhal or non- 
suppurative; the affections may be classified as follows :— 


Catarrhal salpingitis and odphoritis... ny ... 60 
Ovarian hematoma ath obi ods gai nos) 
Hydrosalpinx dis he oui vat <b . 26 
Pyosalpinx vi : a i. dis ... 80 
Pyosalpinx with ovarian ete: ‘tie ide ee 
Pyosalpinx with pelvic abscess ... snd si K.0 
Ovarian abscess without pyosalpinx ... ‘ . 14 
Pelvic abscess originating in the uterine enjuaindee:: 17 
Tuberculous appendages ... oo ian a oe ORE 


248 
PatTHOLOGY. 


Inflammation is the name given to the reaction of the tissues to 
the irritant effect of an injury, mechanical, thermal, chemical or 
bacterial. In the pelvic organs inflammation is occasionally seen as 
the effect of mechanical or chemical irritants. Hemorrhage into 
the peritoneum from tubal gestation sets up a surrounding and limit- 
ing adhesive peritonitis without the aid of micro-organisms; and a 
similar non-spreading simple peritonitis arises for instance in twisting 
of the pedicle of an ovarian tumour, or of a pedunculated uterine 
fibroid. Certain cases of so-called catarrhal inflammation of the 
tubes as of other organs are put down to supposititious causes which 
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merely serve as a cloak for ignorance; most of them probably depend 
on the action of germs, the mildness of the resulting changes being 
explained either by attenuation of the organisms or relative immunity 
on the part of the host. At any rate the so-called catarrhal cases shade 
imperceptibly into the purulent group, and it may be stated with 
confidence that severe and especially spreading inflammation depends 
upon bacterial causes. The tendency is constantly to trace more and 
more cases of all kinds of inflammation of the uterine adnexa as of 
other organs in the body to the action, recent or remote in time, of 
living germs. In recent cases living organisms can always be de- 
monstrated by suitable methods, but after a certain time the germs 
tend to die; after they are dead their bodies disappear, so that pus 
which has existed for some months is frequently sterile both in films 
and cultures. 

It is necessary to distinguish between the time of implantation 
of pathogenic germs in the genital canal and that of their further 
spread either higher up the canal or into the tissues; a considerable 
period, amounting often to years, may intervene between these two 
occurrences. 

By far the most common opportunities for the introduction of 
virulent organisms are afforded by parturition and sexual intercourse. 
Much less frequently in these days of aseptic surgery infection takes 
place directly as the result of operations or examinations, carried 
out by dirty fingers or instruments. All these opportunities of 
infection occur practically without exception in women in the full 
vigour of adult life. In infants and young children the usual mode 
of infection by germs is direct inoculation by means of towels and 
clothes that have been defiled by specific discharges from other 
persons. 

Among the conditions that favour the upward spread of organisms 
already present or just implanted in the lower genital tract are par- 
turition and abortion, menstruation, and injuries produced by rough 
examination or by operations such as forcible reduction of an ad- 
herent retroversion or curetting in the presence of a chronic salpin- 
gitis or peritonitis. The acute exanthemata also play a part, and it 
is probable that some cases of chronic pelvic inflammation in virgin 
adults may have originated in an attack of scarlet fever or measles in 
childhood. Puberty and the climacteric also appear to have some 
influence. At the former epoch tuberculous affections of the genera- 
tive organs not uncommonly begin, and at the latter inflammatory 
conditions of these organs that may have been dormant for years are 
apt to take on renewed activity. 
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The micro-organisms that have been proved to act as causes of 
pelvic inflammation are of many varieties. Chief among them are 
the streptococcus pyogenes, the gonococcus and the tubercle bacillus. 
Among others the staphylococcus pyogenes aureus and albus and 
the bacterium coli commune are fairly common, while the pneumo- 
coccus and the bacillus aérogenes capsulatus are also sometimes seen. 
Micro-organisms spread into the interior of the body along different 
avenues varying to a large extent with their functional vital charac- 
teristics. Two main types may be distinguished, illustrated best by 
the streptococcus pyogenes and the gonococcus. The latter has occa- 
sionally been found penetrating deeply into the tissues, but its usual 
mode of spreading is by continuity along the surface of the mucous 
membranes, that is to say it spreads upwards through the uterus, 
along the Fallopian tubes and so to the peritoneum. The strepto- 
coccus pyogenes, though it appears occasionally to spread in the 
same way, far more frequently invades the tissues, penetrating 
into the tissue spaces and finding its way along the lymphatic or blood 
vessels. In many cases it extends through the thickness of the 
uterine wall into the close and abundant plexus of lymphatics that 
lies immediately under the peritoneum and, penetrating the peri- 
toneum, sets up a peritonitis, very frequently diffuse and spreading. 
In other cases the streptococcus, extending outwards through the 
uterine wall, gains the-ovarian or uterine plexus of lymphatics and 
gives: origin to a lymphangitis. By this route inflammation may 
spread along the lymphatics into the hilum of the ovary, and set 
up odphoritis, without a complicating salpingitis. In other cases, 
usually less rapid and certain in their course, the streptococcus invades 
the large veins which, plugged with blood clot, are present in con- 
siderable numbers at the placental site. Thence thrombosis extends, 
either remaining limited to the veins in the uterine wall or extending 
into the ovarian or uterine veins between the layers of the broad 
ligaments. Portions of the resulting blood clot may be carried 
to the lungs and other organs or tissues of the body, giving rise to 
pyzmia. 


When the streptococcus spreads along the’ lymphatics or the 
veins the neighbouring cellular tissue participates more or less 
widely in the resulting inflammation. Thus the organisms may 
give rise to a peritonitis or-cellulitis; but neither affection is as a 
rule pure, peritonitis being always accompanied with inflammation in 
the sub-peritoneal connective tissue, and cellulitis, as I have had 
occasion to observe in 5 exploratory laparotomies, being practically 
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always accompanied with more or less exudation or adhesion in the 
over-lying peritoneum. 

When the body is infected by germs, barriers of different kinds are 
set up locally to arrest the spread of infection. Among the earliest 
changes observed in inflammation is the effusion of lymph, giving 
rise in the solid tissues to a soft, boggy swelling known as inflam- 
matory edema. Soon the lymph coagulates, the serum draining 
away in large quantities through the lymphatics or in some cases 
of peritonitis being collected in loculi, while a solid fibrinous network 
is deposited in the tissues or on the surface of the peritoneum giving 
rise to brawny hardness. This exudation of sero-fibrinous material 
forms the first line of defence. At the same time as it is forming in 
many, but not in all cases of infection, phagocytes hurry in crowds 
to the field of danger, where they enter into active warfare with the 
invading germs. As the fight goes on a third barrier is erected by 
the formation of a layer of granulation tissue, either on the invaded 
surface or around collections of dead leucocytes, necrotic tissue, and 
weakened or dead micro-organisms that result from the conflict. At 
the same time as these changes are proceeding at the seat of invasion, 
all the tissues and functions of the body become profoundly disturbed 
as a result of absorption into the circulation of poisons from the 
living organisms or from their dead bodies and of the response made 
by the blood and tissues in the formation of anti-bodies of many 
kinds. The blood is altered, leucocytes being increased in number 
and red corpuscles diminished and deteriorated. The temperature 
of the body is usually raised, but in the worst cases becomes sub- 
normal and remains so until death ensues. The circulatory, nervous, 
respiratory, gastro-intestinal, hepatic, and all the other functions of 
the body partake in the widespread disturbance. 

The host may succumb or may be able at any point to put an 
end to further invasion. In the worst forms of puerperal infection 
death may result in 24 to 48 hours; in such a case no inflammatory 
action may be observed; the walls of the uterus at the seat of in- 
vasion contain large numbers of germs, usually streptococci; and a few 
ounces of serum, usually blood stained, are present in the peritoneal 
cavity and teem with the germs. In mild cases a moderate amount 
of sero-fibrinous exudation with few leucocytes may suffice to put 
an end to the invasion; or there may be a considerable fibrinous or 
fibrino-purulent effusion, as happens more especially in pneumococcal, 
gonococcal and tuberculous infections. In other cases pus forms, 
often in large quantities, and may drain away from the producing 
surface or may be retained in irregular collections in the tissues or 
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in hollow organs. In still other cases, especially in infections by the 
bacterium coli or by certain varieties of saprophytic germs, consider- 
able destruction of the tissues takes place, giving rise to sloughs or 
gangrene, and to the formation, in the organs, in the peritoneal 
cavity or in the cellular tissue, of collections of stinking, discoloured 
bloodstained putridity. 


When the fight is over, the injuries remain to be repaired, and 
the débris to be removed from the field of battle. The repair and 
removal may be complete, but are often incomplete, or take months 
or years for their accomplishment. Repair takes place by means of 
newly formed fibrous tissue and epithelium. Serous exudations are 
usually absorbed but, under certain circumstances, may remain for 
many years or gradually increase, as in the case of hydrosalpinx and 
of certain ovarian cysts resulting from periodphoritis. Fibrinous de- 
posits become absorbed and are replaced by fibrous adhesions, which, 
in connection with the more movable abdominal organs, often become 
absorbed to a remarkable extent; in the neighbourhood of the less 
movable uterus and appendages absorption appears to be less notable. 
Small collections of dead leucocytes and fibrin in the tissues undergo 
fatty degeneration and become absorbed. A larger collection of pus 
may continue to act as an irfitant and keep up surrounding inflam- 
mation until it reaches a surface and makes its escape. Or such a col- 
lection may remain quiet sometimes for many years; in this case the 
locality of the pus is always a place of lowered resistance, and it is 
liable on slight causes—such as the result of cold, of a blow, of a fall, 
or of over exertion—to break out into renewed activity. In other 
cases a collection of old pus gives rise to a condition of general ill 


health, presumably by the long continued absorption of small doses 
of toxin. 


BacTERIOLOGY. 


In twelve recent puerperal infections, micro-organisms were found 
in every case, the streptococcus being present in ten, in four in pure 
culture, and in the other six in association with staphylococcus pyo- 
genes aureus and other varieties of germs. In 43 cases of subacute 
and chronic suppurative pelvic inflammation no germs were present 
on films or culture in 10. Streptococcus grew in pure culture in 10, 
and in association with other germs in 5. In 13 cases various forms 
of saprophytes were found, and in the remaining cases staphylococcus 
aureus and albus, pneumococcus and bacterium coli commune were 


observed. 
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Bacteriology of Recent Puerperal Infections. 
Streptococci aie wie , 
Streptococci with staphylococcus aureus 
Streptococci with other forms ... 

Small stout bacilli 
Saprophytes 
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Bacteriology of Cases of Subacute and Chronic 
Suppurative Pelvic Inflammation. 


Sterile... wks ahi we ve ue 
Streptococci in pure culture ... es a 
Streptococci with other germs ... 5 
Staphylococcus aureus ... 2 
Staphylococcus albus ine 1 
Staphylococcus with pneumococcus ... 1 
Bacterium coli . ies as 1 
Various forms of saprophytes ... de ~~ 
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INCIDENCE. 


The age of the patients varied from 17 to 54. Only 7 were 20 
or less; and of them 3 had tuberculous appendages, 2 had inflamma- 
tions originating in childbed and one in gonorrhea, while in the seventh 
case a fetid intra-peritoneal abscess of considerable extent and ob- 
scure origin suddenly made its appearance and rapidly increased in 
a girl of 18; rapid recovery followed upon a posterior vaginal in- 
cision, and the diagnosis therefore remained “pelvic abscess” simply. 
Eleven of the patients were 46 and upwards, and of these 5 were fifty 
or more; in each of the 5 a suppurative condition had probably 
existed for from 11 to 31 years and had then given rise to acute 
symptoms demanding operation. All the other 242 patients, more 
than 93 per cent., were between 21 and 46, that is to say at the 
age when they should have been at their best as active and useful 
members of society. 

Among the 260 cases were 29 single and nulliparous patients. 
Such patients suffer from tuberculous affections with much greater 
relative frequency than parous women; of 13 patients with tuberculous 
affections, including one of hydrosalpinx and one with tuberculous 
suppurating ovary, 9 were single and 2 others sterile. Among the 
patients suffering from ovarian hematoma single and sterile women 
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also formed the great majority; of 11 such patients 4 were single 
_ and 5 married but nulliparous women. In the other groups of cases 
single women are relatively much less frequently found. Of 109 
cases of pyosalpinx only 8 occurred in single women; of the 8, 4 
were probably gonorrheal and 2 were due to secondary infection 
by saprophytes of old tuberculous appendages; the origin of the 
pyosalpinx in the other two was obscure. Of 29 patients with intra- 
peritoneal pelvic abscess 5 were single and nulliparous; in one of 
these the abscess was due to suppuration around silk ligatures after 
a laparotomy performed elsewhere, one was due to suppuration of 
a hematocele two years after supra-vaginal hysterectomy had been 
performed elsewhere, and the cause of the other 3 was not satis- 
factorily made out. 21 out of 97 patients suffering from non-sup- 
purative inflammations, and 34 out of 163 from suppurative condi- 
tions were sterile married women. Satisfactory clinical evidence of 
gonorrhea was obtained in 48 cases. In 2 of the non-suppurative 
cases and 7 pyosalpinx cases the patients were syphilitic. 


Pluriparous. 
Single. Sterile. Last Pregn. Total 
Abortion. Term. 

Salpingitis ... si A i, DE ct ee ee a 
Odphoritis and small 

cysts oe a PET ce OP oe ee ee ee 
Ovarian hematoma ... 4 ... 5 1... —  « S «ws «=H 
Hydrosalpinx ... in Bo © ae ee 

(Tuberculous.) 
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Pyosalpinx, 17 with sup- 

purating ovary, 12 

with pelvic abscess... 8 ... 26 ... 15 ... 60 ... 109 
Suppurating ovary with- 

out pyosalpinx a Ae a i A ee 

(Tuberculous. ) 

Pelvic abscess ... a sa . oe, at ae 
Tuberculous appen- 
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CLASSIFICATION. 

The most desirable classification of pelvic inflammations would be 
according to the germ which is present. In very many cases however 
it is not possible to make certain of the causative germ, more especially 
in the chronic cases, in which the microbes have died out, and left 
no distinctive trace of their action, as in many cases of puerperal and 


* One after Pelvic Abscess. 
t Including 3 in which operation was undertaken for other conditions. 
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gonorrheal salpingitis. Moreover the same germ may give rise in 
different patients, or (in combination) in the same patient, to every 
degree of inflammation, serous, fibrinous, or purulent. From the 
clinical point of view it is customary and convenient to divide the 
cases into catarrhal or non-suppurative and suppurative, the latter 
including all cases where an amount of pus has been formed sufficient 
for detection by the unaided sight. In the catarrhal group are in- 
cluded many cases that really depend on invasion by known patho- 
genic organisms. This statement is based on the fact that the two 
groups shade imperceptibly into each other; on a comparison of the 
appendages in many so-called catarrhal cases with those of the less 
affected side in cases of suppuration; and on a consideration of the 
infinite variety in degree and extent of inflammation known to be 
caused by the same germ. 


Non-SupruRATIVE CONDITIONS. 


The non-suppurative group includes hydrosalpinx and a hetero- 
geneous and not entirely satisfactory collection of cases of catarrhal 
salpingo-odphoritis. Among the catarrhal cases in my list are 42 
in which salpingitis was the leading feature. The tubes presented 
all degrees of alteration; in some there were congestion and edema 
of all the coats, usually with a small amount of accompanying pelvic 
peritonitis. In others great thickening and induration of the mus- 
cular and peritoneal coats with marked peritonitic changes; in others 
again there were universal adhesions to the surrounding structures 
with or without closure of the peritoneal ostium, but without dis- 
tension of the lumen; and finally in two cases the process had resulted 
in atrophy, the tube and ovary forming a small densely adherent 
puckered mass, with shrunken broad ligament. The affection was 
bilateral in about two thirds of the cases. Catarrhal salpingitis ap- 
pears to favour the occurrence of tubal gestation, in many cases of 
which more or less extensive old fibrous adhesions are observed about 
the pelvic peritoneum and appendages of the pregnant or opposite 
side; in a considerable proportion of the cases the tube on the opposite 
side to the pregnancy is converted into a hydrosalpinx. 

A second group included 18 cases in which various changes in 
the ovary were the salient features. 

Corpus luteum cysts 
Graafian cysts ... 


Small cystic ovaries 
Widespread adhesions of ovaries 
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In this group the affection was bilateral in 4 and unilateral in 
14. The Fallopian tubes showed evidence of catarrh in a few, and 
were adherent in several other cases. In 2 of the cases of cystic ovary 
there were no adhesions near the fimbriated extremity, but firm old 
membranes bound the middle of the tube to the ovary and back of 
the broad ligament. In one of these the patient was just recovering 
from an attack of acute pelvic peritonitis, the 5th that had occurred in 
33 years, and in the other, chronic illness and neurasthenia had 
existed for 3 years, the illness in both patients dating from the last 
labour. 

The frequent co-existence of small graafian and corpus luteum 
cysts with adhesions and other signs of old inflammation of the Fallo- 
pian tubes and pelvic peritoneum, suggests a causal connection be- 
tween the two conditions, so that it seems preferable to include many 
of these small cysts with inflammations of the appendages, rather 
than with neoplastic formations. 

The Fallopian tube may become closed at its fimbriated extremity 
either as a consequence of salpingitis, the inflammatory swelling of 
the muscular and peritoneal coats extending over and invaginating 
the fimbriz; or as a consequence of pelvic peritonitis, the fimbrie 
becoming plastered down on to the ovary or other neighbouring sur- 
face. It is frequently impossible to decide by which of these methods 
a particular tube has become closed. In 73 instances where this was 
possible, salpingitis had been the cause of the occlusion in 41, and 
peritonitis in 32. The two tubes of the same patient are not un- 
frequently closed by different methods, one by salpingitis and the 
other by peritonitis. When the peritoneal ostium has become closed, 
a tube may remain empty or may become the seat of a collection of 
fluids of different kinds, serum, pus, or blood. 

HyYDROSALPINX. 

An occluded tube containing serous or watery fluid in greater 
amount than a drachm or two is called a hydrosalpinx. The amount 
of fluid varies from a few drachms to two or three pints, and the 
shape of the resulting tumour varies according to the amount of 
distension, being usually club or retort shaped in small and moderate 
sized cases, and banana shaped or globular in the larger ones. The 
fluid contained in the smaller varieties is serous; in the larger it 
becomes thinner and more watery. No germs are present in film or 
culture. In some cases there are few or no adhesions, but as a rule 
firm fibrous adhesions about the original site of the peritoneal ostium 
bind this part of the sac firmly to the surface of the ovary, the back 
of the broad ligament, and the side and floor of the pelvis. Hydro- 
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salpinx appears in its origin to be a result of catarrhal salpingitis 
and pelvic peritonitis, but when of long duration it acquires the char- 
acters of a retention cyst. In 5 cases of double hydrosalpinx in which 
the fluid amounted to 8 or 10 fluid ounces or more, the time taken 
in the accumulation had extended over many years, one, containing 
3 pints of fluid, having probably existed for 18 years. A large 
proportion of my cases of hydrosalpinx was found during 
operations undertaken for other conditions. In tubal pregnancy the 
tube on the opposite side is often converted into a hydrosalpinx (9 
in 62 cases); hydrosalpinx was present in association with uterine 
fibroids (6 cases), with large fibroma of the ovary, and in a few cases 
with large ovarian cysts; it was also found with prolapse of the uterus 
in 2 cases, and with pyosalpinx on the opposite side (5 out of 109). 
Certain accidents are occasionally observed in connection with hydro- 
salpinx. Axial rotation has occurred many times, and hemorrhage 
into the contained fluid is not uncommon, especially in connexion 
with tubal pregnancy on the opposite side. As a rare occurrence 
the fluid escapes through the uterus in gushes from time to time— 
intermittent hydrosalpinx. 


PYOSALPINX. 

Pyosalpinx is the name given to a Fallopian tube closed at its 
peritoneal opening and containing pus. The condition usually arises 
as a consequence of inflammation spreading from the uterus directly 
into the tube, but may arise in peritonitis by extension of 
inflammation through the peritoneal ostium, as is frequently observed 
in tuberculous, and sometimes in puerperal, cases. Occasionally 
pyosalpinx on one side co-exists with hydrosalpinx on the other. A 
pyosalpinx usually forms an extensively adherent thick walled hard 
tumour, but occasionally (8 cases in 109) is less adherent, and contains 
a large collection of pus in a relatively thin walled cavity, thus to 
some extent resembling hydrosalpinx. The amount of adhesion 
varies greatly in different cases, but the omentum and some coils of 
small and large intestine are usually involved, in addition to the 
denser and more extensive adhesions to the ovary, the back of the 
broad ligament, the uterus, and the floor of the pelvis. Among my 
cases, pyosalpinx was bilateral in 55 and unilateral with normal 
appendages on the opposite side in only 18. 

Bilateral in... oe — on 
With hydrosalpinx on opposite side. 5 
With salpingitis on opposite side ... 20 


Opposite appendages not noted ... 11 
Opposite appendages normal —— 
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Pyosalpinx is frequently complicated by ovarian abscess (17 in 
109) and somewhat less frequently by collections of free pus in the 
peritoneal cavity (12 in 109). The contained pus is found to be 
sterile in a large proportion, usually more than half the cases. In 
13 of those included in my list the pus was sterile in 4, saprophytes or 
bacterium coli were present in 5, streptococcus, staphylococcus, pneu- 
mococcus, and the gonococcus was present in one each. 


Bacteriology of Pyosalpinz. 


Sterile 4 
Streptococcus... ‘ 1 
Staphylococcus albus ... oe oe 
Staphylococcus and pneumococcus ... 1 
Gonococcus 1 
Saprophytes 5 

13 


In addition to abscess of the ovary and intra-peritoneal abscess 
many other complications occur in cases of pyosalpinx. Hemor- 
rhage into the contained pus is not infrequent, and ovarian hemor- 
rhages are common. Rupture of a pyosalpinx not rarely happens as 
the result of straining or over exertion, as for instance in lifting 
weights. In other instances rupture occurs as the result of rough 
examinations or manipulations, as for instance in the forcible reduc- 
tion of a retroverted uterus, or during the enucleation of a submucous 
fibroid; rarely, axial rotation of a pyosalpinx has been observed. 
Sometimes cicatricial contraction of the tissues at the base of a 
pyosalpinx leads to compression of the ureter with its consequences, 
dilatation and hydronephrosis, and tendency to suppuration of the — 
kidney. Pyosalpinx is occasionally found in association with tubal 
gestation on the opposite side. I have myself operated on one such 
case, and have assisted in two others, one complicated by tubo-ovarian 
abscess, and the other by an acute gonorrheal salpingitis. Com- 
plications on the side of the uterus are very common, more particu- 
larly in the form of chronic metritis and endometritis, the remains in 
many cases of the original site of infection from which the tube 
became secondarily infected. Displacements of the uterus are also 
common, and prolapse was present in 4 of my cases. Fibroids are 
not uncommonly associated with pyosalpinx, which adds a grave 
risk to the operation of hysterectomy. Pyosalpinx is less frequently 
seen in cases of carcinoma of the cervix. Pregnancy may supervene 
in a patient with a unilateral pyosalpinx, as happened in one of my 
cases, where rupture of the pyosalpinx and fatal peritonitis occurred 
at the sixth month. 
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OVARIAN SUPPURATION. 


Abscess of the ovary may arise in a corpus luteum or in a graafian 
follicle, or suppuration may be disseminated irregularly through the 
stroma of the organ. The exciting micro-organisms may reach the 
ovary in at least two ways; the peritoneal surface may be infected by 
pus escaping from the open end of the Fallopian tube or forming in 
the pelvic peritoneum; or pyogenic organisms may extend outwards 
through the wall of the uterus and along the lymphatics to gain an 
entrance through the hilum of the ovary. The relation of the Fallo- 
pian tube to the suppurating ovary in my cases shows that at any 
rate in the sub-acute and chronic cases by far the most frequent 
route of infection is by way of the tube. 

When infection takes place from the peritoneal surface a corpus 
luteum is most frequently the seat of suppuration. In all my cases 
of suppurating ovary, with one exception, the patient was parous, 
the interval between the last pregnancy and the date of operation 
varying from 3 months to 31 years. In 12 of the total number of 
cases of ovarian abscess operation was undertaken in 8 months or 
less after parturition. In 7 cases in which bacterial examination 
was made, in 4 the pus was found to be sterile while in the other 
3 it contained streptococcus, gonococcus, and staphylococcus pyogenes 
aureus, each in one case. 

Excluding from consideration suppuration of large ovarian cysts, 
I have operated on 31 cases of suppuration of the ovary, including 
one case of tuberculous suppuration of a solitary ovarian cyst equal 
in size to a duck’s egg. In 18 of the remaining 30 cases suppuration 
had taken place in a corpus luteum, and in 12 apparently in graafian 
follicles, the abscess in these cases being solitary in 9 and multiple 
in 3. In one of the 30 cases the ovary was removed through a 
posterior vaginal incision, and the Fallopian tube was ascertained 
at a subsequent abdominal section to be inflamed and densely adherent 
at its outer end. In all the rest of the cases the Fallopian 
tube showed signs of inflammation, pyosalpinx being present in 17, 
while in the other 12 the tubes were inflamed without the production 
of obvious pus. In another case not included in this group the pro- 
cess of labour caused rupture of a moderate sized dermoid ovarian 
cyst on the right side, and at the same time rupture of an old pyosal- 
pinx on the left side. The patient was admitted in a desperate 
state of septic peritonitis and died after operation from perforation 
of the sigmoid flexure of the colon where this had been adherent to 
the pyosalpinx. 
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TUBERCULOUS SALPINGITIS. 


The tubercle bacillus rarely gains access to the Fallopian tube 
and pelvic peritoneum by way of the uterus and vagina. The usual 
routes are by way of the peritoneum or through the blood stream. 
The germs may be absorbed from the digestive or respiratory tracts 
and lodge in the bronchial, mediastinal or mesenteric glands, whence 
at a later period they may be carried to distant organs, and among 
others to the Fallopian tube or ovary. From the peritoneal cavity 
the tubes are frequently secondarily infected. Commonly enough 
miliary tubercles are seen scattered over the peritoneal covering of 
the tubes and broad ligaments, and fluid exudations in the peritoneal 
cavity convey germs through the open ostia of the tubes. Tuber- 
culous peritonitis in the female is associated with salpingitis in 
50 per cent. of the cases, and in most of these the tube is affected 
secondarily from the peritoneum. The genital tract may also be 
invaded by extension from other tuberculous organs, as for instance 
from the sacrum, rectum, or base of the bladder. When the genera- 
tive organs are affected by tubercle the seat of the disease is by far 
most frequent in the Fallopian tubes (90 per cent.) and this appears 
to be due to the direct communication between the interior of the 
tube and the peritoneal cavity. Where the uterus is tuberculous, 
in the majority of cases the infection proceeds from the tubes by 
direct extension. 

Of twenty patients operated upon by me for tuberculous peri- 
tonitis, in 11 it was ascertained that the Fallopian tubes were affected ; 
in several of them the ovary also took part in the disease. In 38 cases . 
it was observed after removal of the uterus that the endometrium 
was extensively involved. 


H2MORRHAGE IN CONNECTION WITH SALPINGITIS. 


Effusions of blood are frequently observed in connexion with 
chronic inflammation of the uterine appendages. In hydrosalpinx, 
especially when it co-exists with pregnancy of the opposite tube, the 
fluid is often found more or less deeply tinged with blood. In pyosal- 
pinx also, hemorrhage may take place into the wall or contents (4 
cases), or may be found in the corresponding ovary (21 in 109 cases). 
The most frequent situation of the ovarian hemorrhage in these 
cases is in connection with the follicles, which are often seen sur- 
rounded by a red border one sixteenth of an inch or so in thickness, 
due to hemorrhage in the tunica interna. The contents of such 
follicles may be clear, but more frequently consist of clotted blood. 














22 Journal of Obstetrics and Gynecology 


Less frequently hemorrhage occurs in connection with corpora lutea, 
either in the interior, or as sometimes happens forming a broad band 
around the periphery. Irregular interstitial hemorrhages are less 
common. Similar ovarian hemorrhages occur, but less often, in con- 
nexion with non-suppurative affections of the tubes; they were pre- 
sent in 5 out of 41 cases of catarrhal salpingitis. Occasionally as 
the result of severe salpingitis hemorrhage may be more extensive, 
and escape into the peritoneal cavity to form a hematocele. Such 
cases appear to be far from common, and great care has to be taken 
to exclude the possibility of a tubal gestation having been the 
cause of the condition. I have only seen two cases of pelvic hamato- 
cele in which a careful examination made it highly probable that the 
originating cause was salpingitis. In one of these a married sterile 
patient of 39 had been losing flesh for twelve months, and was just 
recovering from her third attack of pelvic peritonitis. There were 
marked catarrhal salpingitis on both sides, and recent acute pelvic 
peritonitis. The other case occurred in a patient of 28, also sterile, 
who had had repeated attacks of inflammation for two years, and 
whose right tube was closed by peritonitic adhesions, in which there 
were yellowish caseous collections probably tuberculous. 

In 11 other cases grouped as inflammatory, I have seen hematoma 
of small and moderate size in the ovary of both sides in 5, and of one 
side in 6. All the patients complained of severe and long continued 
pains, most of them with acute exacerbations resembling attacks of 
pelvic peritonitis. In 5 of the cases the ovaries were densely ad- 
herent, although in 2 out of the 5 the tube was free and apparently 
normal. In 2 other cases, making 4 in all, the tubes appeared to 
be normal, and in the other 7 the tubes were either catarrhal or 
adherent; in one case there was recent acute pelvic peritonitis. In 
all the 11 cases the blood cyst in the ovary appeared to be the main 
cause of the patient’s illness. The class of patient in whom ovarian 
hematomata were observed differed markedly from that in which the 
other forms of inflammation are seen, in that 4 of the patients were 
single, and 5 were married and nulliparous; the other two patients 
had each borne one child, one 9 and the other 22 years before opera- 
tion; the age of the patients varied from 19 to 39. Three of the 
five married nulliparae were probably gonorrheal. 


SyMpPToMs AND COURSE. 


The amount of illness and suffering produced by inflammation 
of the uterine appendages is out of all proportion to the mortality. 
The symptoms vary infinitely in severity. In a considerable number 
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of women the physical signs of these affections are found, 
so to say, accidentally and no pain or disturbance of function is 
present that can be attributed to the disease. In another large group 
of cases the patients apply for the treatment of sterility, and it is 
found that changes, often of considerable extent, are present without 
any history to indicate the origin of the disease. In many cases 
this apparently dates from childhood, when the pelvic inflammation 
may have passed through its acute stage without giving rise to symp- 
toms so severe or localizing as to lead to its detection, or with symp- 
toms that are masked by the presence of some graver affection, such as 
scarlet fever, measles, or some tuberculous affection of the lungs 
or peritoneum. Many of the cases of sterility, however, give a history 
of some disturbance of function, local pelvic pains or uneasiness, or 
other suspicious symptoms, dating from about the time of marriage, 
and in a considerable proportion of these patients signs suggestive of 
gonococcal infection are present. The onset of the affection may have 
been acute and more or less severe, following upon a labour or abortion. 
In many cases the disease starts insidiously. A not uncommon history 
is one of childbed followed by a red discharge of some duration and 
by a history of general weakness lasting for several months; after- 
wards such a patient may consider herself well for months or even 
years and then from slight or no obvious cause be seized with acute 
pelvic peritonitis. In such an acute attack the underlying condition 
of the uterine appendages is often found to be one that has most 
likely existed for many years and that can with great probability be 
ascribed to the last labour. In many other cases a patient with 
chronic disease of the appendages, even on the closest cross-examina- 


tion, can give no indication of the time when the inflammation 
originated. 


Chronic and persistent symptoms are usually present in different 
degrees of severity, often varied by acute exacerbations, and are 
specially liable to occur at the menstrual periods. Among the symp- 
toms, pains of varying character and intensity are most frequent. 
These may be felt in one or both sides of the lower part of the 
abdomen, in the sacral region, round the hips, deep in the pelvis, or 
sometimes shooting down the thigh as far as the knee. Sometimes 
these pains are only noted at the periods, but generally they are more 
or less present in the intervals and are especially marked after work 
or exercise and are relieved by lying down. Dyspareunia is not un- 
common. Frequently disturbances of menstruation are present, often 
due to complicating affections of the uterus, but in many cases appar- 
ently due to the inflammation of the appendages. In the early stages 
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and during acute exacerbations the menstrual discharge is frequently 
profuse and still more often prolonged, sometimes lasting for many 
weeks. In the chronic stage (and this is especially true of tuberculous 
affections) menstruation is often scanty and infrequent. In some 
cases puberty appears to be delayed in girls whose appendages have 
become diseased before that epoch, and in not a few of the women 
the menopause takes place early; in many others the menopause is 
postponed. Various discharges are complained of—mucous, serous . 
and purulent. In some rare cases such a discharge may be profuse 
at intervals and result from intermittent hydrosalpinx or pyosalpinx. 
As a rule it depends on concomitant endometritis in which condition 
intermittent profuse discharges are also sometimes observed. The 
functions of the neighbouring organs, especially of the bladder, are 
frequently disturbed. Pain and frequency of micturition are com- 
plained of, especially at the menstrual period. Pain in defecation 
is sometimes observed. Constipation is one of the most frequent 
symptoms, but occasionally rectal irritation is present and quantities 
of clear or inspissated mucus may be passed from the bowels. 

In most cases, especially when local symptoms are present, dis- 
turbances arise in distant organs. These in many cases combine 
to form the clinical picture of neurasthenia, which often seems to 
depend on long continued and repeated pains, especially in women of 
neurotic or unstable temperament. In many instances, especially 
where collections of pus have existed for some time, a condition of 
toxemia arises. Constipation often appears to have a marked effect 
in promoting such a condition. The patient becomes prematurely 
aged, is sallow, anemic, worn and haggard; there is a certain degree 
of wasting; the hair is dull and dry, and beomes thin, the muscular 
tone is flabby, the appetite capricious or poor, the digestion impaired, 
the skin sometimes dry and harsh, the urine often diminished in 
quantity and loaded with urates. In not a few cases in the course 
of time, sometimes after many years, severe cachexia gradually de- 
velops, and the patient eventually dies of exhaustion or as the result 
of a terminal infection. Operation for pelvic inflammation in women 
reduced to the cachectic state is attended by considerable risk, and 
three of the deaths that have followed my operations for pyosalpinx 
occurred in such patients. 

The symptoms, local and general, above described may persist 
for many years or may clear up after the adoption of appropriate 
treatment. In a considerable proportion of the cases intercurrent 
acute attacks of pelvic peritonitis are observed varying in number 
and severity. In many women one such attack is observed and with 
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proper care is not repeated; in others repeated attacks take place at 
short intervals, and in still others the latent intervals may be pro- 
longed, even lasting for years. In patients who have suffered severely 
enough to call for operative treatment, a history of repeated acute 
attacks is very common. They occur in patients affected with non- 
suppurative conditions as well as in those with suppurative affections, 
but in the latter class they are more frequent and tend to recur at 
shorter intervals. Thus of 40 cases classed as catarrhal salpingitis, 
in half the number the patients gave a history of acute attacks, and 
of these 13, or one third of the whole number, had had 3 or more; 
of 19 cases of hydrosalpinx, in 8 there had been acute attacks, in 6 
of them, or one third of all the cases, 3 or more; among 71 cases of 
pyosalpinx, 56, or about three-fourths, had had acute attacks, many of 
them having had 3 or more. In another group of cases the patient 
gave a history of an acute attack of pelvic peritonitis months or years 
before being seen and of having never been well since, while about an 
equal number had been affected with chronic, less severe but persis- 
tent symptoms from the commencement of the illness. 

The acute attacks of pelvic peritonitis so frequently seen in these 
conditions, are common to them and to inflammation of the vermiform 
appendix, and without making a careful vaginal and rectal examina- 
tion it is impossible to tell which of the two affections is present. 
Occasionally, as in three of my patients, one has to deal with a right 
sided pyosalpinx to which the inflamed appendix is closely ad- 
herent. The total number of cases in which I have found the vermi- 
form appendix involved is 20; in one case the appendix was adherent 
to a hydrosalpinx, in 3 to simply inflamed and adherent appendages, - 
and in 16 to suppurating tubes. 

Inflammations of the uterine appendages in the female sex appear 
to a large extent to take the place that is occupied by inflam- 
mations of the appendix in the male. Thus in the seven years from 
1900 to 1906 inclusive, 1086 cases of appendicitis wre admitted into 
the General Hospital, of which only 364—or as nearly as possible 
one-third—occurred in the female sex. 

There are many points of similarity in the pathology and clinical 
course of the two affections. In both the appendix and the Fallo- 
pian tube we have to do with a hollow muscular tube with narrow 
lumen lined by mucous membrane. Each communicates with a viscus 
from which noxious germs are able to obtain access. Under certain 
conditions such germs may give rise to inflammation of the mucous 
and other coats of the tube, and as a result the openings may be closed. 
In this way a collection of irritating material may take place in a 
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closed cavity where it may give rise to chronic pains or discomfort, or 
may remain entirely latent. From time to time, from slight causes 
or for no obvious reason, acute attacks of inflammation are set up, 
and as a result of such an acute attack the wall of the viscus may be 
perforated and peritonitis result. In appendicitis the intercurrent 
acute attacks appear to be much more apt to become diffuse or 
spreading, a tendency that is explained by the fact that the micro- 
organisms implicated differ from those usually found in cases of 
pyosalpinx. In appendicitis the germ most frequently found is the 
bacterium coli commune, while in cases of pyosalpinx this organism 
is not common, the condition depending in the great majority of cases 
on the gonococcus, streptococcus pyogenes, or on various saprophytic 
organisms. All these germs are relatively of lower virulence than the 
bacterium coli, with the exception of the streptococcus, which, as a 
rule, soon loses its virulence and dies out in a closed cavity. 

A possible channel of infection of the Fallopian tube from the 
vermiform appendix, or vice versd, is by way of the connective tissue 
in the appendiculo-ovarian ligament, but by far most frequently 
extension of infection from one to the other takes place by simple 
contact. In all my operative cases the appendix had become ad- 
herent in exactly the same manner as any other viscus that happened 
to be in contact with the tube and ovary at the time of acute inflam- 
mation. On examination afterwards the affection of the appendix 
has usually been limited to its peritoneal coat, and where the change 
has been more advanced the peritoneum and muscular coats have 
always been most affected, the mucous membrane being normal and 
the lumen empty. In some cases, however, the tube or ovary becomes 
affected secondarily to an appendicitis, as was shown by a case, seen 
in the post mortem room, of a girl of twelve, in whom a gangrenous 
appendicitis had set up an abscess in the right adherent ovary. 

The intercurrent attacks of acute pelvic peritonitis are frequently 
called ‘obstruction of the bowels,’ ‘inflammation of the bowels’ or 
‘of the bladder,’ sometimes ‘typhoid,’ and much too frequently of 
late years ‘appendicitis.’ The onset is most likely to take place at 
a catamenial period, but very frequently occurs in the interval between 
two periods. It is occasionally quite sudden, usually the result of 
an accident, such as a fall or a blow or of over exertion in straining 
or lifting; in many such cases the onset is accompanied with 
hemorrhages into the pyosalpinx itself or into the ovary. Much more 
commonly the onset is not sudden but acute, pain in one or both sides 
of the lower part of the abdomen gradually increasing in the course 
of a few hours or of a day or two, until the patient is obliged to 
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give up work and go to bed. The pain is often attended by a feeling 
of nausea or retching, and sometimes it causes actual vomiting and 
occasionally a feeling of faintness. Not infrequently the beginning 
of the attack is marked by shivering, or even in rare cases by a distinct 
rigor. The temperature rises to 102° or 103° or even higher; the pulse 
becomes more frequent, often out of all proportion to the rise of tem- 
perature. Pain and frequency of micturition are commonly among 
the most serious complaints. Much less often there is rectal irrita- 
tion, amounting sometimes to severe tenesmus and accompanied with 
the passage of abundant mucus, occasionally mixed with blood. The 
aspect of the woman soon alters, especially if she persists in getting 
about ; her features become drawn, her countenance becomes pale, and 
she soon presents the appearance of a patient seriously ill. In many 
such cases a remarkable improvement in the symptoms and in the 
aspect of the patient follows rest in bed, even for a day or two. Accord- 
ing to the severity of the symptoms cases are divided into simple acute 
pelvic peritonitis and septic peritonitis. In the former, the symptoms 
—pain, elevation of temperature, increase in the pulse rate and 
sickness—are all moderate in degree and promptly relieved by 
rest in bed. In the latter the aspect of the patient is bad, the pulse 
rapid, there is more or less frequent vomiting, the abdomen becomes 
distended, and the patient is sleepless and unable to take nourishment. 
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Epilepsy and the Status Epilepticus in Connexion 
with Pregnancy and Labour, with Illustrative 
Cases.* 


By Roserr Jarpine, M.D., Professor of Midwifery in St. Mungo’s 


College, Glasgow; Senior Physician to the Glasgow Maternity 
Hospital. 


In most works on midwifery the subject of epilepsy is discussed in a 
few sentences of general remarks. Again, in some books on epilepsy, 
the effect of pregnancy and labour on the condition is hardly men- 
tioned. It is thus difficult to gain information on the matter. 

In his recently issued book on epilepsy, Dr. W. Aldren Turner 
gives his experience of the influence of pregnancy, the puerperium, 
and lactation in 41 epileptic women, with a history of 61 pregnancies. 
He tabulates the results in the following way : 


Quickening induced a relapse in .............00064 7 cases. 
Pregnancy was the original cause in 
- induced relapse 1M ..............00.000 

rm was temporarily beneficial in ...... 

‘s made no difference in...............665 
Accouchement was the original cause in ...... 
‘ induced a relapse in............... 
Lactation was the original cause in ............ 
i induced a relapse in ...............06. 


ee eeeesccece 


_ 
S | awa» re Dd -& vw 


TORE PORE: a ic ccsssnsccsssvevievaxinsis 

41 cases. Of 25 of these cases the family or other history bearing 
upon heredity was studied, and 18 cases, or 52 per cent., gave a history 
of family epilepsy or alcoholism, a percentage which corresponds with 
that ascertained as the relative proportion of a family predisposition 
amongst epileptics in general. 

In the two cases where pregnancy was given as the original cause, 
the women were both young and pregnant for the first time. In one 
of the cases where there was freedom from attack in one pregnancy, 
the fits become more frequent in a 2nd pregnancy. He says: “There 
are undoubted cases on record in which fits have been permanently 
arrested by pregnancy, and others in which a temporary remission 
has been observed; but it will be seen from the figures here given, 


*Read at a meeting of the Edinburgh Obstetrical Society, May 8th, 1907. 
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that it is more common to find a relapse of the attacks, or the conver- 
sion of a minor type of the disease unto the combined major and 
minor type. Nerrlinger’s figures on this subject show that of 92 
women with 157 pregnancies, 28 per cent. showed complete cessation 
of the fits during pregnancy, and 35 per cent were made distinctly 
worse.” 

In regard to accouchement and the puerperium, he says: “There 
were 5 cases in which the disease clearly originated at this time, and 
17 in which it led to a serious relapse. Of the first series, the onset 
was in the form of serial epilepsy, or the status epilepticus (puerperal 
eclampsia), and the disease continued in a chronic form for many 
years afterwards. In one case it commenced during the fourth con- 
finement, and in three others during the first. These cases are par- 
ticularly interesting, as they argue strongly in support of the view of 
Féré, that puerperal eclampsia, like many other ‘eclampsias,’ is 
merely epilepsy in an acute form, and that the disease, once started 
in this way, may persist for years. Two cases were illustrative of 
this, by the fact that after the original eclamptic attack the further 
continuance of the malady was in the form of minor seizures over a 
period of eighteen and ten years respectively. 


“Of the second series—those cases in which a relapse was 
caused by confinement—there were two, in which a remission of 12 
and 18 months respectively, was broken by the eclamptic seizures of 
the puerperium. In the others they merely formed an incident in 
the course of the confirmed disease. 

“It was not uncommon, in cases of already existing epilepsy, for 
puerperal convulsions to be delayed until the later pregnancies. 

“The incidence of serial epilepsy, at or immediately succeeding 
parturition, is therefore a common feature in epileptic women, and 
raises the question as to the diagnosis of some forms of puerperal 
eclampsia. A history of pre-existing attacks would determine the 
diagnosis of epilepsy; while the existence of a neuropathic family 
history, or the presence of stigmata of degeneration, would point to 
eclamptic attacks as being of epileptic nature. The presence of 
albuminuria does not of necessity form the main element in the 
differential diagnosis, as albumen has been found in the post- 
paroxysmal urine of epileptics (Voisin and Péron) although it is not 
of common occurrence, 

“Tt is therefore clear that many cases of puerperal eclampsia are 
really examples of serial epilepsy, or the status epilepticus, induced 
during the puerperium in predisposed and neuropathic persons.” 

I have gives these long quotations from Dr. Turner, as they repre- 
sent the views of a man who has had a very large experience in 
epilepsy. With most of his statements I am in agreement, but I can- 
not agree with the statement that many cases of puerperal eclampsia 
are really examples of serial epilepsy, or the status epilepticus. I 
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have now seen considerably over 100 cases of puerperal eclampsia, 
and, before the present series, there were only two which I considered 
were really epileptic cases. In one of them there was no albumen in 
the urine, and in the other there was a considerable quantity, but in 
the latter case there was a distinct history of previous epileptic 
seizures. The two conditions resemble each other so closely that it is 
difficult to distinguish between them, but there are so few cases of 
eclampsia which subsequently have fits, even in connection with 
pregnancy, that, I think, we are justified in concluding that a true 
case of puerperal eclampsia is not one of epilepsy. It is impossible 
to follow up the subsequent history of Hospital cases, but in my 
private cases I have not met with one in which epilepsy has developed. 
In this connexion it will be interesting to hear the experience of 
others, and in that way we may get the results of a fairly large 
number of cases. 

Case I. Mrs. T., et. 27, iii-para, full time, was admitted to the 
Glasgow Maternity Hospital on February 27th, 1907, at 7-30 a.m., 
with a history of having had 12 fits since 4-25 a.m. 

The patient’s father died in an asylum, where he was confined 
apparently on account of melancholia. Her mother is alive and well. 
She had had seven sisters, one of whom died at the age of 20, after 
having had epileptic fits for six years. The other sisters are quite 
healthy but one is very rickety. She had no brothers. She had 
always been a healthy woman and had never had any serious illness. 
There was no history of any injury and no evidence of syphilis. She 
had never had a fit prior to the morning of admission. 

The patient was married on February 6th, 1903; her first 
child was born in October of the same year, and the second in June, 
1905. Both children were delivered with forceps at the patient’s 
home. She had had no miscarriages. 

During the present pregnancy the patient’s health had been good. 
There had been no swelling of the face or legs, and no headache until 
the evening before admission. On that evening she had complained 
of headache, and had not felt well, but there was no other symptom 
until she took the first fit at 4-25 a.m. 

On admission, the patient was quite unconscious, and had several 
fits in the reception room before she was removed to the labour ward. 
The fits were of the ordinary eclamptic type. There was no cry at 
any time. The pulse was full and bounding, and the respirations 
were hurried. 

I saw the patient at 10a.m., and up to that time she had had 
21 fits. She was at once put under chloroform and 16 fl. oz. of blood 
were drawn from a vein in the right arm and 3 pints of saline solu- 
tion (1 dr. of sodium chloride and acetate to each pint) were in- 
fused. While this was being done, I found that the os was about 
half dilated, so I finished the dilatation manually and delivered the 








Jardine: Status Epilepticus 31 


child by version. The uterus retracted well, but there was consider- 
able bleeding from the cervix, which had been lacerated bilaterally. 
After I had allowed her to lose a good deal of blood I stitched the 
cervix with catgut. The pulse remained fairly full and strong. 

The delivery was finished at 10-45 a.m., and the patient was free 
from fits until 6-20 p.m. (.e., an interval of 8 hours). During this 
time she had been able to swallow 6 fi. oz. of milk, 3 fl. oz. of 
imperial drink, gr. viii. of calomel, and later a dose of magn. 
sulph., and although she was not sufficiently conscious to answer 
questions she could be roused when spoken to. From 6-20 p.m. to 
8-20 p.m., she had 14 fits. A hot pack was given at 8p.m., and 
from 10 p.m. on the 27th until 3a.m. on the 28th (z.e., for 5 hours) 
she had no fits. At 11-15 p.m. an intravenous injection of two pints 
of the saline solution was given into the left arm. After midnight 
the patient perspired freely. The pulse rate had varied from 96 to 
116, the temperature from 100°2° to 101°4°F., and the respirations 
were 28. The urine was found to be quite normal without a trace of 
albumen. 

February 28th. The fits began again at 3 a.m., and she had from 
four to seven per hour until 10-30a.m. At 3-15 a.m. and 6-30 a.m., 
30 grains of chloral and 60 grains of potassium bromide were given 
per rectum. Part of the first injection was returned, but the second 
one was retained. At 10-30 a.m., an intra-cellular injection of 2 pints 
of the usual saline solution was given beneath the right breast, and 
the fits became less numerous. At 12-45 an attempt was made to 
draw off some cerebro-spinal fluid, but none could be obtained, 
although the needle was inserted four times. Venesection was now 
performed in the right arm and 9 fl. oz. of blood were withdrawn, and 
2 pints of saline solution, with double the quantity of sodium acetate, 
were infused. The fits remained infrequent until 3 p.m., when 
they again became more numerous and gradually increased in 
number until she had 13 between 8 and 9p.m. In the afternoon, 
between 3 and 5p.m., 2? of a grain of morphia was given hypo- 
dermically in 3 doses without the least apparent effect on the fits. 
At 9 p.m., 30 gr. of chloral and 60 gr. of potassium bromide were 
given by the rectum, but the fits continued at the rate of 12 per 
hour. At 10-30 p.m., lumbar puncture was again tried, and at this 
time a little over a fl. oz. of cerebro-spinal fluid was withdrawn. 
The fluid was very slightly opalescent, but did not contain more blood 
than could be accounted for by the puncture. A slight deposit 
settled from the fluid and this was found to consist of polymorpho- 
nuclear leucocytes with a larger number of lymphocytes (small 
mononuclear leucocytes). The withdrawal of the cerebro-spinal fluid 
did not produce any change in the patient’s condition. The fluid 
escaped from the needle by drops except during the fits, when it ran 


freely. Between the fits there did not seem to be any increase in 
the tension. 
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After the fluid was withdrawn a dose of stovaine was injected, 
and almost immediately there was a lessening of movements in the 
legs during the fits, but the fits continued to recur about every five 
minutes. In a few minutes there was absolute paralysis of the 
lower limbs. The paralysing effect spread up to the arms, and move- 
ment in them became much less marked. The diaphragm was not 
affected. Shortly after the stovaine had been administered, the 
movements, which had all along been much more marked on the 
right side, now became confined to the left side. In a short time the 
fits ceased to affect the left side and returned to the right. The 
patient became extremely collapsed, and the pulse disappeared 
entirely from the wrist. Strychnine (1/,, gr.) was given hypoder- 
mically, and a pint of hot milk and 3 fl. oz. of brandy were injected 
into the stomach through a tube. The pulse rapidly returned to the 
wrist, but the patient remained collapsed for a considerable time. 

March Ist. The patient remained in much the same condition all 
day. The pulse kept remarkably good, the skin acted well, the bowels 
moved freely, and plenty of urine was passed, partly by catheter and 
partly unconsciously in bed. The patient was fed at intervals with 
milk, water, and brandy by the stomach tube. At 5-50 p.m. 2 pints 
of the usual saline solution were infused into the abdominal walls, 
and at night } gr. of morphia was injected subcutaneously. The fits 
occurred at the rate of from 6 to 14 per hour. 

March 2nd. At 8a.m. the fits became much more frequent, and 
she had 20 between 8 and 9 a.m., and 30 between 9 and 10 a.m.; the 
fits were slighter than on the previous days, but the patient passed 
almost immediately from one to another. The pulse was still re- 
markably good, but the patient’s general appearance was bad. The 
fits hardly affected the legs, and the movements of the arms were not 
nearly so marked as during the first two days. An attempt was made 
to examine the fundi oculi with the ophthalmoscope, but nothing 
abnormal could be detected except that the discs looked rather too 
red. No optic neuritis could be detected. The superficial layers of 
the cornee were beginning to show evidence of destruction, and this, 
with the continuous movements of the head, made the examination 
very difficult. Between 12 noon and 1 p.m. the patient had the 
greatest number of fits during any hour, vz. 32. 

At this time Mr. Hogarth Pringle kindly saw the patient with me 
and we discussed the advisability of trephining, but concluded that 
it would be of no avail. 

From 6 p.m. the patient gradually sank and she died at 7-40 p.m. 
without any other change taking place in her condition. The rectal 
temperature taken immediately after death was 104°2°F. The 
number of fits recorded was 774. 

The fits, though so numerous, did not appear to be very exhausting. 
All along they were much more marked on the right side than on the 
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left, except for a short time after the injection of the stovaine. Asa 
rule, they commenced with twitchings of both upper eyelids, especi- 
ally of the right, followed by conjugate deviation of the eyes to the 
right, the right arm and right leg were then affected and the left side 
only very slightly. During the tonic stage the patient did not 
become so cyanosed as is ordinarily seen in epileptic or eclamptic 
seizures, and she never gave a cry. The fits lasted from } a minute 


to 2 minutes, and the tonic and clonic stages were of much the same 
duration. 


For the first two days no albumen could be detected in the urine, 
and even later there was never more than a very faint trace. Towards 
the end some finely granular tube-casts were found on centrifugalizing 
the urine. At no time did the patient vomit, not even after the 
stomach tube had been passed. There was some retching after a few 
of the fits, but that was all. There was no jaundice. The knee-jerks 
were absent. The highest temperature recorded was that taken, per 
rectum, immediately after death, viz., 104:2°F. The skin acted well 
during the whole of the last three days and abundance of urine was 
excreted. There was no edema at any time. 


The child, a male, was delivered by podalic version. It weighed 
73 1bs. At birth it was asphyxiated, but was easily resuscitated. It 
remained, however, extremely blue during the whole of the 27th Feb., 
and the colour never became quite satisfactory, especially in the arms 
and legs. It lived three days, and during that time its body was 
more or less in a state of rigidity, the stiffness becoming much more 
marked at intervals. It had many of these fits of rigidity, although 
there were no convulsive attacks. At times the body assumed a posi- 
tion of opisthotonos, and it could be lifted by placing one hand under 
the head and another under the heels. When these fits of rigidity 
came on it gave a peculiarly distressing cry and then became very- 
eyanosed. It was very restless and cried a great deal. Its urine 
contained a considerable amount of albumen. Chloral hydrate was 
given to it in grain doses every hour at first, and finally every half- 
hour, and it gradually grew quieter, but whether this was due to the 
action of the chloral or to the increasing weakness it was impossible 
to say. 

A post mortem examination was performed on both bodies by 
Dr. Carstairs Douglas. 


Tue Motner. On exposing the dura mater a number of small 
hemorrhages were seen, some punctiform and others slightly larger, 
due to rupture of venules within the membrane. The whole 
venous system of the membrane was engorged to a striking degree, 
the engorgement being very evident in the vicinity of the superior 
longitudinal sinus. The engorgement was much more marked on the 
left side of the brain. The meninges stripped off quite easily, and 
there was no evidence of any thickening or of inflammatory adhesions. 


3 
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The brain substance was somewhat firmer than usual. No lesion 
could be detected. About an inch of the upper end of the spinal cord 
was removed and it appeared to be quite normal. 

Microscopic examination of sections from the motor area showed 
that the nerve cells were normal. A small aneurismal dilatation was 
observed on one of the minute arteries. 


Thorax. Both lungs were adherent and showed evidence of old 
pleurisy. The lung tissue was fairly normal. The heart was normal 
except that the tricuspid valve was dilated. 


Abdomen. The liver showed a slight nutmeg condition. The 
spleen was congested, pulpy and enlarged. The kidneys were both 
smaller than normal. The capsules stripped off readily. The sub- 
stance was pale and firm. The cortical area in both was diminished 
in size. The uterus, ovaries and tubes were normal. 

Microscopic examination of sections of the kidneys showed 
evidence of acute nephritis. There were some hemorrhages and 
blocking of the tubules with débris. 

Tue Curtp. The body was plump and well nourished. The skull 
was harder than usual. The meninges were healthy. The brain was 
soft and pulpy, and showed a fair amount of vascularity, but not 
quite as marked as in the case of the mother. There were no indica- 
tions of hemorrhage in any part. 

Abdomen. The liver was of the usual size; a little pale and 
spotty in parts and engorged along the margin. The spleen was of 
ordinary size and consistence. The kidneys were lobulated and 
normal in appearance, but somewhat smaller than usual. 

Microscopic examination of the kidneys showed evidence of con- 
gestion, but not so marked as in the mother’s. There were some 
hemorrhages and some of the tubules showed exudate. 

Remarks. The differential diagnosis between epilepsy and 
eclampsia is very difficult, and some alienists seem to think the two 
conditions are identical. If there is a history of previous epileptic 
seizures I think one would be justified in looking upon the case as 
epileptic. The condition of the urine will not be of much assistance 
unless there is a large quantity of albumen in it. I have never yet 
seen a case of eclampsia in which there was no albumen in the urine. 
I am aware that such cases have been recorded, but may not these 
have been cases of epilepsy? In the case just recorded there was no 
albumen in the urine at the onset. At first I looked upon the case 
as an ordinary eclamptic, but when I found there was no albumen in 
the urine, and the fits began to recur, I concluded that we were deal- 
ing with a case of epilepsy. Towards the end of the case there was a 
trace of albumen in the urine, but that was what was to be expected. 

The status epilepticus is a condition seen frequently enough in 
asylums. During a seizure the number of fits may be very great. 
Dr. Turner says that in a case of Leroy’s there were 488 fits in 
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24 hours and 1,000 in three days, and in acase of Parsons’s there were 
1,400 in four weeks. Turner has seen 2,080 in 8 weeks, 673 in 10 
days, 820 in 5 days, and as many as 289 in 24 hours. In my case 
there were 774 fits in the 88 hours from the onset until death, but 
during 14 of these hours the patient was free from fits, so that the 
774 fits occurred in 74 hours, an average of over 10 per hour, and in 
one hour there were 32. In the last 24 hours there were 407, and 
in the last 12 hours no fewer than 261. It seems almost incredible 
that any constitution could stand such a terrible strain for so long. 

In regard to treatment, drugs seem to have no effect. It will be 
noticed that the fits ceased for eight hours after bleeding, saline 
infusion, and delivery. After a hot pack they also ceased for one 
hour, and again for five hours after a cellular transfusion. After the 
intra-cellular infusion and the second bleeding and third (intra- 
venous) infusion, they lessened, but did not entirely cease. The final 
intra-cellular infusion seemed to have no effect. Eleven pints of 
saline solution was used, seven of them directly into the vein. In the 
third infusion I doubled the quantity of sodium acetate. I did this 
in the hopes of neutralizing any lactic acid which might have formed 
in the blood. Lactic acid has been found to be present in the blood of 
eclamptics, and it has been suggested that the efficiency of my solution 
is due to the neutralizing effect of the sodium acetate. The patient’s 
blood must have been well diluted, and as the kidneys and skin were 
acting so well one would have expected that if a toxin were present it 
would have been flushed out. 

The removal of the cerebro-spinal fluid did no good. The tension 
did not seem to be raised except during the fits. I tried the injection 
of stovaine but the effect was very alarming and for a time I thought 
the heart would be paralysed. The injection of hot milk and brandy 
into the stomach and 1/,, of a grain of strychnine hypodermically - 
had a splendid effect upon the heart and soon brought the pulse back 
to the wrists. If I should ever have another such case to treat I shall 
be inclined to try the effect of an injection of potassium bromide. 


By a curious coincidence at the date on which I read this paper 
I had under my care in Hospital two cases of epilepsy and I also 


admitted a third one about 10 days later. I shall give short notes of 
these three cases. 


Case 11. A., et. 34, ii-para, was admitted to Hospital on April 
28th, 1907, under the care of Dr. Munro Kerr, and she came under 
my care on May Ist, when I took up duty. 

The patient’s first child was born four years ago, and died in 
November, 1906, with cerebral symptoms following a discharge from 
the ear. Previous to her first pregnancy the patient had never had 
any convulsions, but when the pregnancy was 3 or 4 months advanced, 
fits had commenced to occur, and at that time as many as 50 had 
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occurred in 24 hours. Since this pregnancy she had had attacks of 
petit mal every few weeks. These attacks had become less frequent 
of late. 

On April 24th the patient complained of headache, and on the 
25th she had one fit, on the 26th 4 fits, on the 27th 8 fits, and on the 
28th 9 fits. 

On admission, the patient was conscious between the fits, and, 
though dazed, she was able to answer questions intelligently. She was 
7} months pregnant. There was no indication of labour. There was 
a very faint trace of albumen in the urine, but no edema. 

At 5 p.m., 2} pints of saline solution were infused into the 
median basilic vein, and 7 grains of calomel followed by magnesium 
sulphate were given and !/, gr. of morphia hypodermically. Four 
fits occurred before midnight. 

April 29th. Hypodermic injections of !/,gr. of morphia were 
given at 1-30 a.m. and 4-50 a.m. and also 30 gr. chloral and 60 gr. 
of potassium bromide per rectum at 3 p.m., but the fits continued. 
Strychnine !/,. gr. was given 4-hourly. Twenty-three fits occurred 
during the day. At 8p.m., Dr. Kerr performed vaginal Cesarean 
section and emptied the uterus. 

April 30th. The patient had 42 fits. 

May Ist. The patient had 9 fits. 

May 2nd. The patient had 2 fits. 

May 3rd. The fits had ceased, but the patient was very delirious. 
The restlessness and delirium continued for three days, and after that 
recovery was rapid. 

It will be noticed that the greatest number of fits occurred on 
the day after delivery. There were 102 fits in all. The case might 
“be termed one of the status epilepticus. The fits first began during 

pregnancy, so that according to Turner’s classification pregnancy 
would be given as the original cause. 


Case mr. Mrs. M.S., wet. 21, iii-para, was transferred to the 
Maternity Hospital from the Royal Infirmary, where she had been 
under treatment for epilepsy for some weeks. 

Her mother was eight years ago confined for some time in an 
asylum. There is no other history of mental disease in the family. 
The patient’s two children are alive and healthy. 

The patient states that as a girl she enjoyed good health, but her 
parents have told her that she had convulsions when she was 12 years 
old. She has no recollection of them. She was married four years 
ago, and her first child was born in June, 1904. When six months 
pregnant she began to take fits, and as pregnancy advanced they 
became more frequent, 2 or 3 a week. Just before labour they became 
much more frequent. She says she was unconscious during the 
labour and for a couple of hours afterwards. She had about two fits 
a week during the puerperium. She could not nurse her baby. 
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During the second pregnancy she had about three fits per week. 
The child was born in December 1905, at full term. The patient 
was again unconscious during the labour. As on the first occasion a 
midwife attended. 

The third, present, pregnancy began about 7 months ago. Between 
the second and third pregnancies she had had about 3 fits a week. 
About 7 weeks before admission to the Maternity Hospital the fits 
became more frequent, and she fell and injured her face during an 
attack. She was admitted to the Royal Infirmary, and after 4 weeks’ 
treatment in the Infirmary the fits ceased. She had 4 fits on the 
day of admission. She had never had any treatment for the fits 
prior to this. She was transferred to the Maternity Hospital as a 
slight vaginal discharge of blood had commenced. 

There was no indication of labour; the urine contained a trace of 
albumen; the bromide mixture of 15 gr. doses thrice daily was 
continued. 

Two days after admission labour came on and a premature female 
child (3 lbs.) was born alive, but only lived 5 hours. There were 
no fits during the labour and there was only a very slight one in the 
puerperium, on the first day she was allowed out of bed. 

The patient stated that she never had any warning of an attack, 
and she was usually unconscious for some hours after a seizure. 

In this case there is the history of convulsions at the age of 12, 
so that there was a predisposition, but pregnancy was the exciting 


cause. In both of these cases there was a trace of albumen in the 
urine. 


CasEtv. Mrs. B., v-para, et. 26. 


The patient’s mother committed suicide, after a former unsuccess- * 
ful attempt, by eating rat poison. Of her father’s brothers one died 
in an asylum two years ago, and another is in an asylum at present. 

At the time of her mother’s death she was ten months old, and 
was being nursed by her mother. Shortly afterwards she is said to 
have begun to take convulsions, and she can remember having had 
convulsions as a child. After the age of 13, the attacks were not 
always of a convulsive nature. She sometimes lost consciousness, 
but did not struggle. Her friends informed her that in some of the 


attacks she acted and spoke in an unusual way, but she has no 
recollection of this. 


She was married 7 years ago, and since marriage the attacks have 
never been convulsive, but have consisted of loss of consciousness 
with strange actions or remarks. She is now pregnant for the fifth 
time. One of the previous pregnancies was a twin pregnancy. One 
of the twins died at the age of 3} months, but all the other children 
are alive, and in good health, except one which is rickety. Her 
labours have been slow but natural. During pregnancy the attacks 








38 Journal of Obstetrics and Gynecology 


have always been much less frequent than at other times. When she 
was nursing, the attacks were most frequent—about once a fortnight. 

The labour was natural, and the patient had no attacks while in 
hospital. 

In this case pregnancy seems to have had a beneficial effect on 
the attacks, but it will be noticed that the attacks were most frequent 
during lactation. In this case there would be a strong hereditary 
predisposition. So far the children show no tendency to neurotic 
attacks, 


I am indebted to my residents, Drs. Nielson and Walker, for the 
careful notes of these cases, and to Dr. Carstairs Douglas for the 
post mortem reports. 
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On the Relation of the Frequency of the Foetal Heart 
Beat to the Sex and Weight of the Child. 


By J. C. Hotpicu Letcester, M.D., B.S., B.Sc., M.R.C.P. (Lond.), 
F.R.C.S. (Eng.), I.M.S., 


First Surgeon, General Hospital, Calcutta. 


Sucn contradictory results have been obtained by those who have 
studied the question of the relationship between the rate of the fetal 
heart beat and the sex of the child, that it certainly seems as if any 
contribution, however slight, on this subject might be useful. In 
this paper, therefore, I purpose giving the results obtained from the 
records of nearly 550 cases which I noted during the time I was 
Resident Surgeon at the Eden Hospital for Women, Calcutta. They 
include Europeans (2.e., persons of unmixed European blood), East 
Indians (people of mixed Native and European extraction), and 
Natives of India. Every care was taken, in making these observa- 
tions, that the cases were either at or just before full term, that there 
was no abnormality present, foetal or maternal, as far as could be 
detected, that labour either had not begun or was still in its very 
early stages (and in this latter case precautions were taken to avoid 
timing the heart at or near the period of a pain), and that the mem- 
branes had not ruptured. The heart beats were counted for four or 
more periods of 15 seconds each, and if the results in these different 
periods varied they were again carefully checked. The children were 
all weighed on the same pair of tested scales. 

From Table I. it will be seen that there is very little difference 
between the average frequency of the heart in the two sexes: thus 
in Europeans it is only 0°94 beats more in the male than in the 
female, and in East Indians 1'77 beats more in the female than in the 
male, whereas in the Natives there is the very slight difference of 
0°01 in favour of the females, and the average for the whole, taken 
together, shows only a frequency of 0°47 beats per minute more in the 
female than in the male. The range of frequency, as shown by the 
difference between the maximum and minimum rates demonstrates 
practically no difference between the two sexes. As to the percentage 
of eases with a frequency below 140, in both Natives and Europeans 
there is a considerably higher percentage in this class among the 
females than among the males. 

Next as to the influence of weight, it will be seen on turning to 
Table II., that in Natives the average frequency of the heart beat 
regularly and steadily diminishes as the weight of the foetus increases ; 
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in Europeans, with one slight exception (viz. that in children of 
7-8 lbs.) the same applies, but in East Indians, though there is clearly 
a tendency in the same direction, the steady and regular diminution 
seen in the other cases is not so well marked. 

The conclusions then (if one may be permitted to draw any from 
so small a number of cases) would seem to be: (1) that sex has prac- 
tically no effect on the frequency of the fetal heart beat, (2) that it 
is quite impossible in any given case to form even a rough judgement 
as to sex from the rate of the fetal heart beats, and (3) that weight 
does seem to exercise, as a general rule, a distinct influence, since the 
slower the rhythm of the fetal heart the bigger the child is likely to 


be. To this last, however, it must be admitted there are numerous 
exceptions. 


‘TABLE I. 


SHowinc THE AVERAGE, Maximum anp Minimum Rate or THE Feta. 
Heart-Bgat 1n Europeans (1n Inpra), East Inpians anp Natives OF 


InpIA. 
No. of Percentage Percentage 
Sex. Cases. Average. Maximum. Minimum. below140. 140 & over. 
Europeans (1n Inpra): 
Males 50 ... 14408 ... 180 ... 120 ... 28°00 ... 72°00 
Females 51 ... 143714 ... 180 ... 118 ... 39°22 ... 60°78 
East INDIANS: 
Males 86 ... 14200 ... 186 ... 120 ... 39°53 ... 60°47 
Females 94 ... 143°77 ... 188 ... 122 ... 37°23... 62°77 
NATIVES: 
Males 141 ... 14096 ... 174 ... 118 ... 40°42 ... 59°58 
Females124_ ... 140°97 ... 174 ... 118 ... 45°96 -... 54:04 
ALL: 
Males 277 ... 141°69 ... 186 ... 118 ... 37°91 ... 6209 
Females269 ... 142°36 ... 188 ... 118 ... 41°26 ... 58°74 


TABLE II. 


SHowinc THE AvseRAGE, Maximum aNp Minimum Rats or THE Fera. 
Heart-Bgeat in CHILDREN oF Various WEIGHTS oF EvrRopEAN, East 
INDIAN, AND Native PARENTAGE. 


Weight of 

the Child No. of 

in Pounds. Cases. Average. Maximum. Minimum. 

EvuROPEANS: 
5- 6 a6 13 ai 148°923 Bs 180 ve 118 
6— 7 Si 17 ies 142°000 ae 168 ee 130 
7-8 ms 40 maa 144°500 th 180 ae 118 
8- 9 An 23 oe 140°913 a 166 oe 120 


9-10 sie 5 jit 137°600 aa 142 _ 132 
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East INpIANs: 
4-5 ae < ae 139°143 wi 160 ed 128 
es . @ «x 143°533—tiw.. — 126 
SF «a #2 .. 144706... 198... 120 
Se =! eee 142°264 i... 166i... 122 
+ . @ x 143°687  ... 168... 126 
SS) ee 7 ... 186571 sad 148i. 120 
NATIVES: 
a er ot Se 143142. 160... 118 
tt « @ «x 142°894  —_— 118 
-<¢ .. my 142019... co 116 
fs i WH vx 138921...  — 120 
ae? (one 04 137-400...  : 120 
= ae a abs 135°333 138... 130 
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SELECT CLINICAL REPORTS. 


(Under this heading are recorded, singly or in groups, cases to which 
a special interest attaches either from their unusual character or 
from being, in a special sense, typical examples of their class). 


I. 


Hysterectomy in a Case of Fibroid Tumour of the 
Uterus firmly bound down by adhesions. 


By J. Nigex Srarx, M.D., F.F.P.S.G., 


Surgeon, Glasgow Samaritan Hospital for Women. 


In a recent number of this Journat I described a case of fibromyoma 
of the cervix uteri which weighed 17} lbs. The difficulty in extirpa- 
ting this tumour was very great, but in the course of an operation 
performed since then upon a fibromyoma of the body of the uterus 
weighing only 1 ]b. and a half so much difficulty was encountered that 
it appeared for a time that all hope of removal must be abandoned. 
It may be of interest to record the history of the case and to relate 
the manner in which the obstacles were overcome. 

Mrs. G., 41 years of age, a patient of Dr. William Cullen’s, was 
admitted into the Glasgow Samaritan Hospital for Women on the 
6th of April, 1907. She had been married for 22 years, but was 
nulliparous. Menstruation had always been regular, and, with the 
exception of a “ flooding ” for three weeks in July, 1906, normal in 
every respect. It was not therefore on account of any menstrual 
disturbance that the patient had sought advice, but on account of 
difficulty in micturition, which had on several occasions necessitated 
the use of the catheter. It was then discovered that a uterine tumour 
existed. 

Examination revealed that the pelvis was filled by a dense 
tumour of the uterus rising to two inches below the umbilicus and 
almost immovably fixed and adherent. The vagina was short and 
the infra-vaginal portion of the cervix practically obliterated. 

At the operation on the 19th of April the fibroid uterus could 
be seen embedded in adhesions and surrounded by closely-attached 
coils of small intestines and by the cecum and vermiform appendix. 
The bladder was an abdominal organ, and rose on the anterior 
surface of the uterus to a quarter of an inch below the fundus. The 
tumour was fixed and immovable. Both ovaries were invisible and 
non-palpable, buried beneath, and in, the masses of dense adhesions. 
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At first I hoped to separate the tumour and treat it in the 
ordinary manner, and I began by dividing the adhesions. It was 
necessary to cut them as they were too tough to be torn, and a 
good deal of bleeding resulted. The appendix was removed and the 
bladder was pushed down from the front of the tumour after 
transverse division of the peritoneum above it. After much difficulty 
the Fallopian tubes were freed from adhesions, clamped, divided, 
«nd removed, but the ovaries could not be dug out, and were left; 
it was impossible even to feel them. The growth was so closely 
adherent to the lateral walls of the pelvis and abdomen that a finger 
could not be got in anywhere to liberate it at the sides, and, 
similarly, the attachment posteriorly was so firm that it seemed as if 
vigorous attempts at separation would result in the rupture of some 
of the large arteries or veins. Further progress being therefore 
completely blocked, it appeared that all the time spent had been in 
vain, when it occurred to me to attempt enucleation. A transverse 
incision was made across the tumour near the fundus, the capsule 
was divided, and, with comparatively little difficulty, it was separated 
all round from the tumour down to the level of the cervix. The 
uterine arteries having been tied, the supra-vaginal portion of the 
cervix was cut across, the tumour removed, and the stump stitched 
over with silk. A deep cavity was thus left, the bleeding points in 
the walls of which were ligatured. So much oozing persisted, 
however, that long strips of iodoform gauze were packed in and the 
edges were united to the abdominal incision by two catgut sutures. 
The general peritoneal cavity was thoroughly flushed with saline 
solution, and before the patient was removed to her bed saline 
infusion into the infra-mammary cellular tissue was performed. 
Later on, strychnine was administered freely, the gauze was with- 
drawn on the following day, arubber drainage-tube being substituted 
for a couple of days, and an uninterrupted convalescence ensued. 

The tumour was a soft, simple, interstitial fibroid, and weighed, 
as has been said, one pound and a half. It was neither, therefore, 
very heavy nor very large, and the difficulty in its extirpation arose 
entirely from the presence of the adhesions which fixed it rigidly in 
its site. It is not possible to explain their presence as there was no 
history of any inflammatory attack, acute or subacute. The patient 
had enjoyed good health, marvellous to relate, and there was no 
intestinal trouble. 

The cause of the adhesions is thus obscure, but their presence was 
only too much in evidence from the first. How similar cases should 
be treated is rather a difficult question to answer. This patient had 
suffered very little pain or discomfort, and some might argue that it 
were better for her to bear her comparatively slight ills than to brave 
the dangers of a severe operation. But consideration of the condition 
of the appendix, of the position of the bladder, and of the blocked 
pelvis compels us to believe that, after a varying time, troublesome 
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symptoms and dangerous complications would necessarily have 
supervened, and that it was right that every reasonable attempt 
should be made to remove the tumour. My opinion is that too long 
time should not be spent in such cases as this in attempting the 
impossible, z.e., in freeing adhesions so dense, broad and vascular 
that the tumour is embedded in them and the surrounding organs 
and tissues, but that, the bladder having been pushed out of danger, 
the capsule should be divided and the tumour enucleated. Should 
enucleation be discovered to be impossible it would be easy and 
devoid of danger to stitch up the capsular wound and thus leave 
matters practically in statu quo. Howard A. Kelly, in his “Operative 
Gynecology,” says: ‘‘ There is one kind of myomatous uterus of 
which I have seen two examples, when the pelvic adhesions are 
universal, and the small intestines wherever they touch it are so 
firmly agglutinated that separation is entirely out of the question. 
T opened the abdomen in one of these cases, and concluded, from 
the red vascular appearance of the softish mass covered with lymph 
and adherent bowels, that the tumour was malignant; the patient 
recovered from the exploratory incision, and was in fair health a 
good many years later. I know of no way of reaching these cases.” 
The case described by me was apparently of the same class; there 
was the softish mass of red appearance covered with lymph and 
adherent bowels, but fortunately a way was found by which the 
tumour was removed and with safety to the patient. This is not the 
place in which to discuss whether or not it is possible to operate 
with success upon every variety of fibroid tumour of the uterus 
complicated with the presence of such dense and universal adhesions. 
There may be some which are absolutely irremovable even by the 
most experienced and expert gynecological surgeons, but I have 
described one extreme case and its successful removal. 
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II. 


Bilateral Primary Tuberculous Salpingitis with 
Secondary Infection of the Perivascular Lym- 
phatics of the Uterine Wall.* 


By Curnsert Lockyer, M.D., B.S., F.R.C.S., Senior Physician to 
Out-patients, Samaritan Free Hospital; Obstetric Physician to 
Out-patients, Great Northern Central Hospital, London, etc., etc. 


Tue patient (M.C.) was seen in consultation with Mr. Sydney 
Wareham, F.R.C.S., November 23rd, 1906. Her age was twenty 
years; she gave the following history:—In May, 1906, she had 
chicken-pox, and during convalescence was seized with acute pain 
in the right groin, above Poupart’s ligament; this lasted for three 
weeks. In July, 1906, the patient was again confined to her bed 
with the same symptom—severe pain in the right iliac region. In 
October, 1906, she was laid up for twenty-eight days, this time with 
pain in the left iliac fossa, which soon became diffuse, radiating all 
over the pelvic area and round to the sacrum. A: swelling was now 
detected for the first time; it lay just above Poupart’s ligament on 
the left side. Mr. Wareham had previously attended the patient in 
1905 for acute rheumatism ; the attack lasted from July to September; 
the joints involved were both knees, ankles, wrists and elbows. After 
the rheumatism a period of three months’ amenorrhea set in, and a 
yellow vaginal discharge started which has continued ever since. 
After the three months’ amenorrhea the periods returned very 
gradually to the usual type of five or six days’ loss every month. 
The menstrual habit was established at the age of thirteen years. 
The flow was always free, three towels being used daily; there had 
been no dysmenorrhea. 

The family history was important: the father, who was a miller, 
died of phthisis, and there was consumption in the maternal grand- 
mother’s family. 

The patient herself had lost weight considerably during her 
recent illnesses; she was of the “pretty struma” type, with long 
eyelashes and tapering fingers. The heart was normal. A few ad- 
ventitious crepitations were occasionally heard (after admission) at 
the right pulmonary base in the axillary line; otherwise the lungs: 
were normal. The patient complained of flatulent dyspepsia. Per 
abdomen, both iliac regions were found to be very tender on palpa- 


* Communicated to the Obstetrical Society of London, and Specimen shown, 
April 3rd, 1907. 
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tion, but the abdomen moved well on respiration. No tumour was 
felt on the right side, but on the left there was a semi-fluctuating 
swelling, visible to ordinary inspection just above Poupart’s liga- 
ment. This swelling was nodular and the visible knuckle of the 
same felt as if it were immediately underneath the skin. Per 
vaginam, the os uteri was felt to be drawn high up and fixed. In the 
left fornix, a hard, tortuous, worm-like mass, continuous with the 
nodule visible above Poupart’s ligament, was easily made out. From 


the physical signs and the family history the diagnosis of tuberculous 
salpingitis was made. 


The abdomen was opened on the 29th of November, 1906. The 
patient was placed in the high pelvic posture. A mesial four-inch 
incision was made down to the symphysis pubis and, on opening the 
peritoneum, a very flaccid transparent cyst appeared amongst the 
intestines to which it was anchored by filmy adhesions. This proved 
to be an inflammatory, serous cyst, and looked like a flabby, tentacled 
medusa: it broke in spite of delicate handling. It was eventually 
traced to another cyst of similar character, attached to the back of 
the left broad ligament, and thereby obscuring the ovary on that 
side from view. The left tube was nodular, dilated and tortuous; it 
ran around the serous cyst seen on the back of the left broad ligament 
like a chaplet. The uterus was small but adherent by filmy, in- 
flammatory bands to all adjacent structures. As the right tube was 
already transformed into a huge pyosalpinx of the ordinary banana 
shape, it was decided to clear out all the pelvic genitalia en masse, 
and, lest the uterus should prove to be involved in a tuberculous pro- 
cess, it was removed entire, together with the complete adnexa. The 
abdominal wound was sewn up in three layers, and a collodion scab 
applied to the wound. Mr. Wareham and Dr. Pearson (the senior 
house-surgeon) acted as assistants; the operation, which occupied 
forty-four minutes, was well borne by the patient, and her recovery 
was non-febrile and uneventful. Mr. Wareham reports that he is 
giving the patient ovarian extract for menopastic disturbance. 
Otherwise her health is good, there being, so far, 7.e., seven months 
after the operation, no sign of further tuberculous trouble. 


The interest of this case lies in its histology. In the year 1899, 
Mr. Targett showed a case of double tuberculous pyosalpinx in which 
he pointed out that the typical thin-walled elongated sacs, although 
containing cretaceous deposit, caseous material, or inspissated pus, 
may show no histological evidence of tuberculous disease, but that if 
the uterine ends of the tubes be examined, tuberculous foci will be 
discovered. The cornual attachment of a pyosalpinx has since that 
date been the site of election in my routine histological examinations. 
In the present case I have examined three sections of the tubes and 
two of the uterus. Of the tubal sections one is taken through the 
proximal caseous nodule of the left tube, one through the cornual 
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attachment of the same tube, whilst the third is taken from the 
undilated portion of the right tube. In the thinned-out tube wall 
investing the caseous nodule, there are no giant-celled systems; they 
have given place to fibrosis; their former position is indicated by oval 
areas of early fibrosis which still include a few epithelioid cells—not 
enough evidence of tubercle to convince a sceptical tyro. In the 
section of the left tube at its function with the uterine muscle, beautiful 
giant-celled systems become evident, whilst in the adjacent uterine 
muscle the spread of the disease is most clearly shown as a round- 
celled infiltration in the lymphatics amidst the muscle bundles 
breaking forth into a typical giant-celled system as soon as a layer 
of perivascular lymphatics is reached. A section taken through the 
endometrium and adjacent muscular strata reveals nothing abnormal 
beyond a somewhat hyperplastic and hypertrophic mucous mem- 
brane. The narrow part of the right tube, one inch from the cornu, 
reveals no definite tuberculous foci. (Incidentally the uterine muscle 
from the region of the left cornu shows the remnants of the Wolffian 
tubules.) 

This specimen is a complete vindication of Mr. Targett’s 
words of warning uttered at the Obstetrical Society of London eight 
years ago, viz., that for accurate diagnosis we must examine the 
uterine ends of the tubes in tuberculous pyosalpinx. Moreover, as 
regards secondary infection of the uterus, it shows an absolute 
analogy to the spread of cancer from ovaries to uterus. I have 
already shown (Trans. Obstet. Soc. Lond., vol. xlvi., 1904, pp. 302, 305, 
Dr. Maurice’s specimen) that, in the case of malignant ovaries, the 
cancer cells reach the uterus vid the perivascular lymphatics of the 
Fallopian tubes, and this is the course taken in secondary tuberculous 
disease of the uterus. 


Remarks on treatment. 


As already mentioned, and as the drawing shows, the entire uterus 
was removed in this case. This was not done because of the existence 
of any proof at the time of the operation that that organ was tuber- 
culous. The main motive was to secure free drainage per vaginam 
and to expedite the operation. The left appendages were so intimately 
adherent to the uterus that to separate them from it would have taken 
up much more time than the performance of the more radical operation. 
The fact that the uterus itself was subsequently found to be infected 
(see drawing of microscopical section) goes to show that its removal 
was fortunate from the point of view of ultimate prognosis. 
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CRITICAL REVIEW. 


The Relation of Alterations in the Ammonia 
Co-efficient to the Toxzmia of Pregnancy. 


By C. Nepran Loneripee, M.D. (Vict.), F.R.C.S. (Eng.), 
M.R.C.P. (Lond.), 


Pathologist and Registrar at Queen Charlotte's Hospital. 


THe part played by the liver in the origin of the toxemia of 
pregnancy has been regarded for some years as the most definite 
factor in the pathology of the disease. The foundations of what 
may be called the hepato-toxemia theory lie in the constancy, as 
regards both occurrence and type, of the lesions found in the liver. 

In 1879 Matthews Duncan ! suggested that acute yellow atrophy 
of the liver was the underlying factor in certain cases of pernicious 
vomiting. In 1886 Jiirgens? drew attention to the occurrence of 
hemorrhagic hepatitis in patients dying from eclampsia. Pilliet 
and Létienne,? Schmorl,* and others confirmed and extended these 
findings in eclampsia. In 1901 Champetier de Ribes and Bouffe 
de St. Blaise ° reported definite hepatic lesions, which they considered 
identical with those observed in eclampsia, in a woman who had 
suffered from vomiting during the whole of pregnancy. Numerous 
other observers have, within recent years, reported similar results 
in both eclampsia and pernicious vomiting, notably, Whitridge 
Williams ® and Ewing.’ 

From the anatomical point of view, the liver found in patients 
dying from any form of ay toxemia may be classified into 
three groups :— 

I. Normal in size and other macroscopic characters, but exhibit- 
ing definite microscopical changes. 

II. Normal in size, or slightly enlarged, splashed or finely speckled 
with sub-capsular hemorrhages, i.e., hemorrhagic hepatitis. 

III. Reduced in size and weight, soft consistence, bright yellow 
colour with some red patches, 7.e., acute yellow atrophy. 

The microscopical changes, which are more important than the 
macroscopical characters, are constant and may be grouped under four 
headings : — 

1. Granular and fatty alteration. 

2. Necrotic foci. 

3. Capillary ectasia and hemorrhages into the parenchyma or 
under the capsule. 

4. Thrombosis of terminal branches of the portal vein. 
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In cases of eclampsia and pernicious vomiting the liver as a rule 
exhibits the characteristics of Groups I. and II., whereas in acute 
yellow atrophy Group III. is represented. In eclampsia, degenerative 
changes and necrosis are found mostly in the outer zones of the 
lobules, and thrombosis is more common, whereas in pernicious 
vomiting the inner zones are more often affected. The severity of 
the clinical manifestations bears a moderately definite relation to 
the degree of destruction of the hepatic parenchyma. From the 
morphological point of view there are no essential distinctions 
between the three types of cases. The class of lesions referred to, 
albeit of constant occurrence in severe cases of pregnancy toxemia, 
cannot be regarded as being peculiar to that condition, since they are 
found in numerous other cases of bacterial and chemical intoxications, 
among which may be mentioned typhoid and yellow fevers, and acute 
alcoholic and chloroform poisoning. 


Although the problem of pregnancy toxemia has been vigorously 
attacked upon its anatomical side, in the direction of the demonstra- 
tion and experimental production of the hepatic lesions, it is only 
within quite recent years that the problem has been assailed from 
its physiological aspect. Investigations, such as that of Flexner,® 
who was able to produce lesions identical with those briefly referred 
to above, by the injection into animals of bacterial and other toxins, 
offered a ready interpretation of the actual method by which the 
lesions were produced. But speculations as to the origin of the 
poison failed to withdraw the veil behind which the mystery was 
shrouded, and there for a time the matter rested. 


The strategy of the physiological attack is extremely simple, and 
may be stated as follows :—One of the main functions of the liver is 
the transformation of nitrogenous derivatives into urea. When the 
vital activity of the liver is curtailed or stopped—as, presumably, it 
must be—by the degenerative processes which are so constant a 
feature in the fatal cases of toxemia, what changes take place in 
the nitrogenous metabolism? 

Before attempting to answer this question it is necessary to refer 
shortly to some modern ideas of proteid metabolism in its relation to 
the liver. 

The theory of proteid metabolism which has until recent years 
beld the field is that of Pfliiger, who considered that the greater part 
of the nitrogen ingested and absorbed is built up into living tissue 
proteid, and that this is broken down into simpler compounds which 
ultimately leave the body in the form of urea. 

A new gospel of proteid metabolism has claimed many converts 
during the last two or three years. Otto Folin ® is recognized as the 
chief exponent of the new theory, the fundamental conception of 
which lies in the distinction drawn between the metabolism of tissue 
and the metabolism of energy, as Schryver puts it. The main source 
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of energy is derived from the oxidation of carbohydrates, and 
the non-nitrogenous moiety of proteid molecules. The greater 
part of the proteid ingested is split up into nitrogenous and 
non-nitrogenous moieties. The latter is used up to supply energy; 
the former is converted into urea, and undergoes what Folin terms 
exogenous metabolism. The proteid subjected to exogenous meta- 
bolism is never built up into tissue proteid, and therefore never 
really becomes part of the body at all. But a certain amount of 
proteid is necessary to repair the waste dependent on the action of 
the heart and diaphragm and other vital organs. The metabolism 
of this portion of the proteid is the endogenous metabolism, and 
results in the formation of kreatinin. The absolute amount of 
kreatinin is practically a constant quantity in the urine of an 
individual, and is not dependent upon variations in the diet. The 
amount of total nitrogen and of urea, on the other hand, is entirely 
dependent upon the diet. 

The more intimate process of proteid metabolism is a subject of 
extraordinary complexity. For the purpose of the present paper, 
however, it is sufficient to state that the views of Schmiedeberg,!® 
Schroeder '! and Minkowski,!? according to which ammonium salts 
are the precursors of urea, remain practically unshaken to-day. 
Although it is probable that quite 90 per cent. of the urea excreted 
is synthesized from ammonium salts, it is worth while remembering 
that they are not the only source of urea. A substance named 
arginin is discovered among the products of autolysis of nearly every 
tissue. This body can be split up into urea and. ornithin by the 
action of a ferment called arginase, which is widely distributed in 
the body. This subject is of some importance in reference to the 
question whether it is possible for the formation of urea to take 
place in organs other than the liver. But although, when the liver 
is thrown out of gear, it is possible that urea excretion may be 
continued, by a compensatory development of the process by means 
of which arginin is made to yield urea under the influence of 
arginase, it is certain that this method of urea formation is of very 
subsidiary importance in health. We may therefore take it that 
practically the whole of the nitrogen derived from the exogenous 
katabolism is carried to the liver as ammonium salts and there 
transformed by an oxidative synthesis into urea. Indeed the best 
physiologists seem to consider it unlikely that ammonium 
salts can be converted into urea elsewhere than in the liver. We 
may sum up the history of the exogenous proteid as follows :—The 
complex proteid molecule undergoes cleavage in the alimentary 
canal as far as the albumose stage. Either in the lumen of the gut 
or in its wall albumose is further hydrolysed by erepsin and split 
into amino-acids; the NH, groups of these acids are split off and 
the ammonia and non-nitrogenous moieties pass into the portal 
blood.) The ammonia is then transformed into urea in the liver. 
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The actual process of the transformation is an oxidative synthesis 
according to Hofmeister,'4 probably through the instrumentality of 
a tissue ferment. 

The next step in the problem is to ascertain to what extent 
alterations in urea formation may be brought about by anatomical 
changes involving loss of function of the liver. Most pertinent 
evidence, drawn from both physiological and pathological sources, 
may be brought to bear upon this question. 


1. Physiological Evidence.* 


Nencki, Pawlow and Zaleski! established an Eck’s fistula in dogs, 
Under these circumstances the liver is supplied by the hepatic artery 
and the vascular connections of its capsule, but the blood of the 
portal vein passes directly into the inferior vena cava, and so into the 
general circulation. If such dogs be fed on meat they rapidly 
become convulsed. Examination of the arterial blood then shows 
that its ammonia content is as high as that of the portal vein, and 
examination of the urine shows that the percentage of total nitrogen 
excreted as urea is diminished, while the percentage of nitrogen 
excreted as ammonia is increased. Normal animals under the same 
circumstances exhibit no such changes. 

On the other hand, when the animals with an Eck’s fistula were 
fed on a diet which was proteid-free, the ammonia content of the 
blood and urine was practically normal. Under these circumstances 
it appears that the liver, even with the limited vascular supply left 
after the establishment of an Eck’s fistula is capable of converting 
into urea the small quantities of ammonia which are slowly produced 
by the metabolism of the tissues generally. 

From these experiments the following conclusions may be drawn : 
Firstly, that the alimentary canal is an important source of ammonia; 
secondly, that digestion of proteids rapidly increases the ammonia 
content of the portal vein, whereas digestion of proteid-free diets 
does not do so; thirdly, that the liver is the chief, if not the only, 
organ which can convert ammonium salts into urea; fourthly, that an 
anatomical cut-out of the liver results in the non-formation of urea, 
and an increase in the ammonia content of the blood with consequent 
symptoms of poisoning. 


2. Pathological Evidence. 


Rolleston !° states that in acute yellow atrophy the urea is greatly 
diminished and that the nitrogen excreted as ammonia may amount 
to 17 per cent. of the total nitrogen, and goes on to say that the 
diminution may be due partly to the liver cells failing to synthesize 


*For information on this and other physiological matters the author acknowledges 
his indebtedness to the work of Dr. Leonard Hill on “Recent Advances in Physiology.” 
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the ammonia into urea, and may also be in part due to organic acids 
seizing on the ammonia and thus preventing the formation of urea 
out of the basic ammonia. Wickham Legg’ quotes several cases 
of acute yellow atrophy in which the amount of urea showed no 
appreciable diminution, but it is probable that in these cases the 
urea was estimated by the old hypobromite method, which is, of 
course, of no value where accurate results are aimed at. Referring 


to cases of phosphorus poisoning, Rolleston makes the following 
remarks : — 


“The amount of urea was formerly thought to be greatly 
diminished; it now appears that though in common with the total 
nitrogen excretion, it is diminished in the early stages, when all food 
is refused by the stomach, it is absolutely increased in the later 
stages as a result of increased metabolism. Experimentally, it has 
been shown that the rise in proteid metabolism in cases of phosphorus 
poisoning is only equalled by that in phloridzin diabetes. 


“The proportion of urinary nitrogen excreted as ammonia is 
greatly increased; instead of the normal 2—4 per cent. it rises to 
10—20 per cent. of the total nitrogen. This occurs at the same time 
that the amount of urea is increased. The increased amount of 
ammonia in the urine can be diminished by the administration of 
sodium bicarbonate. The explanation of this is that, owing to an 
increase in the organic acids of the body, ammonia is utilized as a 
base and appears in the urine in combination with organic acids; 
when sodium bicarbonate is given, the ammonia is no longer utilized 
in this way, and is therefore converted into urea. In other 
words, the presence of ammonia in the urine, though associated with 
changes in the liver, is not due to any failure in the hepatic cells 


to form urea out of ammonia, but is evidence of incipient intoxication 
or acidosis.” 


So far the problem has been one of moderate simplicity, but with 
the question of acidosis we arrive at the first complication of the 
inquiry. Acidosis is the term employed to describe the undue 
formation or retention of acids in the body. Sarco-lactic acid, 
B-oxy-butyric acid, and aceto-acetic acid are practically the only 
acids about which there is any definite information. The first may 
be found in many cases of disturbed metabolism, and the last is 
found in cases of diabetes. Schittenhelm?® was able to produce 
acidosis by the administration of dilute hydrochloric acid, and it is 
probable that a similar condition results when a large quantity of the 
body fat is broken down within a short space of time. Furthermore, 
in certain cases of severe dyspnea, or where there is insufficient 
aération of the blood, the ammonia may be seized upon by the 
carbonic acid gas, and in such conditions the percentage of the total 
nitrogen excreted as ammonia has been found to exceed 30 per cent.!® 

Whatever may be the factors of its production, acidosis in 
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carnivora is invariably accompanied by an increase in the percentage 
of the urinary nitrogen excreted as ammonia. Since this increase 
takes place at the expense of the urea, it would appear that the 
ammonia is kidnapped by the acids before it has a chance of reaching 
the liver to undergo the normal process of synthesis into urea. 

We thus see that there are two ways in which a high ammonia 
co-efficient may be produced :— 

(1) Failure on the part of the liver to synthesize the ammonia 
into urea. 


(2) Kidnapping of the ammonia by acids before it can reach the 
liver. 

We must next enquire into the variations of the ammonia co- 
efficient which may be observed during health. The work of Otto 
Folin ?° sheds much light upon this part of the subject; indeed it is 
no exaggeration to say that his work has practically revolutionized 
this section of physiology. Among the laws which he deduced from 
his analysis of thirty normal urines, the most important is to the 
effect that the percentage distribution of the nitrogen in urine, among 
urea and other nitrogenous constituents, depends upon the absolute 
amount of total nitrogen present. Thus the urine of a healthy man 
on ordinary mixed diet gave the following analysis. 


N.B.—The author begs his readers not to skip these tables as 
they are very important, 








{ Urea+ NH, 91:0% 

Urea 877% 

Total Nitrogen | NH; 33% 
15°8 grms. Creatinin ‘27% 
Uric Acid 07% 

\ Undetermined N, 5°6% 






The same man on a diet which was practically proteid-free, and 
while still, as far as could be ascertained, in good health, passed 
urine of the following composition :— 


Urea + NH, TOT% 

Urea 60°7% 

Total Nitrogen | NH, 10°0% 
2°8 grms. Creatinin 140% 
Uric Acid 30% 


Undetermined N, 116% 


These two analyses—selected from many others of a similar 
character—illustrate the law which regulates the distribution of 
urinary nitrogen, and from them we learn that a high ammonia 
co-efficient per se is of no serious import when the total nitrogen 
is low. 
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This fact is further emphasized by the observations of Miiller 74 
on Cetti, and those of Brugsch 2? on another professional faster, 
Succi. In both of these subjects, although they were in good condi- 
tion, the urea nitrogen was low, and the ammonia nitrogen was high. 
At the same time, acetone and aliphatic acids were being excreted 
owing to wasting. Ewing? points out that the true significance of 
high ammonia coupled with the presence of acetone and aliphatic 
acids in the urine under these conditions lies in the fact that 
oxidation of the body fat takes place when the organism is unpro- 
tected by sufficient food. In cases of starvation when the subjects 
are thin at the commencement, these compounds are not increased, 
and energy is then supplied by the consumption of proteids. 
Therefore a high ammonia co-efficient in a patient who is ingesting 
but little food may simply mean that she is burning up her own 
body fat, and not necessarily that she is suffering from a form of 
intoxication. 

Before leaving this part of the subject we may mention that 
Czerny and Keller‘ directed attention to the excessive ammonia 
output occasionally found in cases of gastro-enteritis in children, in 
some cases the ammonia co-efficient being as high as 52 per cent. 
It is quite possible that this high figure may be due to starvation 
and the rapid wasting which takes place in these cases, and therefore 
a high ammonia output must be estimated at its proper value, when 
associated with vomiting, diarrhoea and other digestive disturbances. 


Turning now to the application of these facts to obstetrics, we 
find that Stone 25 was the first to search for evidence of toxemia, in 
the presence of abnormal products of proteid metabolism in the 
urine. His first paper,—to which the author has been unable to gain 
access—was concerned with the search for leucin and tyrosin as a 
means of diagnosis and prognosis. A considerable amount of work 
has been carried out by Ewing ”° in this direction, but his latest 
conclusion is to the effect that the demonstration of leucin by the 
lead method is of doubtful value, inasmuch as he is unable to 
convince himself that the crystals so obtained are not composed of 
urates. Since the publication of Stone’s paper in 1903 important 
contributions have been published by Edgar,?” Whitridge Williams,® 
and Ewing and Wolf.?® In all cases twenty-four hour specimens 
were treated. The total nitrogen was determined by Kjeldahl’s 
method. The urea, ammonia, creatinin and uric acid were then 
separately estimated by trustworthy methods. The remaining portion 
of the nitrogen is classified as undetermined nitrogen, and is mainly 
represented by amino-acids. 


The cases examined may be divided into six groups :— 
1. Normal metabolism without symptoms. 
2. Abnormal metabolism; symptoms slight or absent. 
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3. Abnormal metabolism with symptoms, especially vomiting. 
4, Pre-eclamptic state. 

5. Eclampsia. 

6. Acute yellow atrophy. 


Grovr 1. Ewing and Wolf examined many apparently normal 
cases, but only seeured two in which the metabolism was normal 
and in which there were no symptoms. They therefore conclude 
that in the great majority of cases pregnancy tends to disturb 
metabolism. In other words, the metabolism of healthy pregnant 
women differs from that of healthy non-pregnant women, The normal 
limits of nitrogen elimination in pregnancy are not known; and 
until some more or less definite standard is arrived at, it will be 
impossible to say how far metabolism is deranged. In several cases 
of, clinically, non-toxic pregnancy, Edgar found the nitrogenous 
constituents of the urine oscillating within fairly wide limits; thus 
the urea varied from 81°8 per cent. to 67°3 per cent.,and the ammonia 
from 2°8 per cent. to 7°69 per cent. Since the percentage distribution 
of the nitrogen—Folin’s law bears repetition—among the various 
constituents depends upon the total amount of nitrogen present, and 
since the latter quantity is to a great extent dependent upon the 
diet, it is necessary to postulate that a patient should be taking an 
ordinary mixed diet, before a standard of normal metabolism in 
pregnancy can be laid down. 

Grove u. A few cases are found in which analysis of the urine 
indicates a definite disturbance of metabolism, but in which there is 
no corresponding urgency of the symptoms. The personal equation 
of the patient and of the physician must here be taken into account. 
These cases are characterized mainly by a high percentage 
of the undetermined nitrogen, and should always be regarded as 
smouldering volcanoes. 

Group 11. Williams’s ® paper, referred to above, dealt with cases 
of toxemic vomiting, and aroused widespread interest in this class 
of case. It is perhaps in these cases that the clinical value of a 
determination of the nitrogen partition is most apparent. 

Stone is certain that he has never seen a case of pregnancy 
vomiting of neurotic or reflex origin, and divides the cases into (1) 
fulminant; (2) acute; (3) chronic types. 

The first group of cases is practically identical with acute yellow 
atrophy. The cases in the second group develop jaundice and signs 
of prostration, but may improve under treatment; if not, it is 
necessary to empty the uterus. In the third group, in addition to 
vomiting there may be any of the numerous symptoms which Bouffe 
de St. Blaise characterized as indicative of toxemia, such as itching, 
salivation, neuralgia, headache, etc. The importance of this group 
is that the cases tend to run into the pre-eclamptic state in the later 
months of pregnancy. 
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While all authorities agree that severe vomiting of reflex origin 
undoubtedly does occur during pregnancy, the case in favour of a 
neurotic origin is decidedly weak. Ewing and Wolf ?* in “ observa- 
tions on about one hundred cases, have not encountered any which 
failed to show changes in the urine pointing to intoxication.” They 
therefore believe that purely neurotic vomiting does not exist, and 
that it will be impossible to find a case of this disorder entirely free 
from signs of intoxication. But this argument is of very little value 
since the same two workers after examining numerous cases of 
non-toxic pregnancy found only two cases in which the metabolism 
was not deranged. They discount the effect of moral suasion as 
evidence of the neurotic theory by quoting Strauss as referring to 
two cases in which, in one, holy water, and in the other, confidence 
in a trusted physician, appeared to stop urgent vomiting in patients 
who shortly died of acute yellow atrophy. On the other hand, 
Williams quotes two cases in which severe symptoms of toxemia 
with high ammonia co-efficients had occurred in one pregnancy. In 
the next pregnancy the symptoms recurred, but were of a milder 
type. He regarded these cases as neurotic on the evidence of the 
ammonia co-efficient alone, and successfully treated them accordingly 
with rest in a hospital and “ energetical moral suasion.” 


Williams considers that an ammonia co-efficient of 10 per cent. 
or more justifies the diagnosis of toxemic vomiting, and affords an 
urgent indication for the termination of pregnancy. Williams himself 
will probably modify this statement in the near future, since, firstly, 
it is open to question whether a high ammonia co-efficient does always 
justify a diagnosis of toxemic vomiting, and, secondly, whether, 
given such a diagnosis, it is always the correct treatment to terminate 
the pregnancy. As regards the latter question, there are indications 
that the science of obstetrics is still to some extent in the thrall 
of the terminology of the last century, when the term “ pernicious 
vomiting ” was practically confined to the fatal cases of toxemic 
vomiting, and a diagnosis of acute yellow atrophy of the liver was 
synonymous with a sentence of death. It is as though we labelled 
as pneumonia only those cases which die of the disease. When the 
nosological term “ pernicious vomiting ” is whispered at the bedside 
of a patient, it does not necessarily mean that the only alternative 
in the case is death or abortion, since there are instances in which 
appropriate treatment has cured the patient; and here we may add 
that excessive indicanuria is a favourable sign in these cases, since 
treatment directed to emptying the alimentary canal will probably 
be followed by a good result. 


The question as to whether a 10 per cent. ammonia co-efficient 
always justifies thediagnosis of toxeemic vomiting is one to which 
for all practical purposes, the answer has been given in the earlier 
part of this paper. Truth, owing to the limitations of the human 
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mind, can never be dogmatic. But if, as shown by Folin, a 10 per 
cent. ammonia co-efficient can be produced in a healthy man by 
modifications of the diet alone, it is obvious that the answer to 
the above question must be in the negative. We have seen that a 
high ammonia output is the regular concomitant of starvation; in 
cases of severe vomiting patients are practically starving. The same 
phenomenon is observed in cases in which rapid loss of fat occurs, 
and it is a matter of clinical observation that the subjects of 
pregnancy toxemia are not uncommonly inclined to stoutness. 
Therefore one may say that a high ammonia co-efficient may 
accompany, without being directly due to, toxemia. On the other 
hand, Ewing reports two severe cases, one of which was fatal, in 
which the ammonia output was below the normal, but in both of 
these cases the percentage of undetermined nitrogen was high. 
Nevertheless the fact remains, that in the majority of cases of 
toxemic vomiting, in which analyses have been made, the ammonia 
co-efficient is above 10 per cent. 

Grovur tv. Pre-eclamptic state. Clinically, a group of cases has 
long been recognized, in which headache, vomiting, eye symptoms, 
edema and albuminuria are present. The headache and vomiting 
tend to appear early in pregnancy, while the edema and albuminuria 
may be noticed later. Such cases may culminate in eclampsia. 
Analysis of the urine in these cases shows as a rule a low urea 
co-efficient, a high undetermined nitrogen co-efficient, while the 
ammonia co-efficient is variable, sometimes high and sometimes low. 


Group v. Eclampsia. The urinary picture is much the same 
as in the preceding group, but a high ammonia co-efficient may 
exist for the space of a few hours only. 


Group vi. Acute yellow atrophy. The data under this heading . 
are very fragmentary, but as far as they go they do not show so 
extensive an alteration in the nitrogen partition as one might expect. 


The relation of these changes in the chemical composition of the 
urine to the pathology of the disease is at present undetermined. 
The data are insufficient to enable us to say whether the toxemia 
is produced by faulty oxidation of nitrogenous bodies through 
functional insufficiency of the liver, or whether the perverted meta- 
bolism is caused primarily by toxic substances derived from the 
genital tract. It may further be asked if the disturbance of meta- 
bolism is purely functional at its commencement, resulting later in 
the production of liver lesions, or if the liver lesions are primary and 
the metabolic disturbances their necessary corollary. The former 
view is probably correct, because there is no very definite correspond- 
ence between the extent of the metabolic disturbance and that of 
the hepatic lesions. Moreover the human body is constructed with 
very generous margins of safety, and—using the kidneys as an 
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analogy—it would seem that at least half the liver must be totally 
destroyed before much disturbance can occur. In an inquiry of 
this kind therapeutical evidence is sometimes valuable. There is 
no question that definitely beneficial results have been obtained by 
the administration of thyroid extract in certain cases of eclampsia. 
There is also undisputed physiological evidence to show that oxidation 
is increased by the administration of thyroid. So far as they go 
these facts support the sub-oxidation theory of the toxemia. The 
hypertrophy of the thyroid gland not uncommonly noticed in 
pregnancy is probably designed with a view to increase oxidation. 
If this is so, an indication for treatment immediately emerges from 
these researches. The oxygen tension of the blood should be increased, 
and this might be done by giving oxygen through the ordinary 
nitrous oxide gas apparatus. 


So far no experimenter has demonstrated serious hepatic lesions 
as a result of purely metabolic inequalities. Less definite changes 
may be the result of autolysis which, as Levene” points out, is 
increased by any factor involving diminution of vitality. 


The difficult question of autolysis has a distinct bearing upon the 
whole problem. If an organ, such as the liver, be removed asepti- 
cally and kept at a constant temperature, the amount of nitrogenous 
extractives which can be obtained from it may increase four-fold in 
twenty-four hours. This autolytic change is a degradation of the 
tissue, and is probably brought about by the action of an enzyme. 
Hedin and Rowland *° have shown that autolysis is facilitated by 
the presence of acids and diminished by alkalies. Schryver,3! who is 
the principal authority on this and kindred subjects, has obtained 
similar results. The autolytic ferment therefore is either set free 
from its zymogen by acids, or can act best in the presence of acids. 
Magnus Levy *? has shown that the liver, on autolysis under the most 
stringent precautions as regards asepsis, yields carbonic and other 
organic acids, such as lactic acid; moreover, the producis of 
katabolism of fat and carbohydrates produce acids on oxidation. If 
autolysis of the liver is at the root of the toxemia of pregnancy the 
source of the acids which are required to give rise to acidosis is 
revealed. So long as the nitrogenous intake of the patient is more 
than sufficient to satisfy the needs of the endogenous metabolism the 
ammonia produced in the alimentary canal will be available for the 
neutralization of these acids, and thus account for the high ammonia 
co-efficient found in cases of toxemia. But when the nitrogenous 
intake only suffices for the demands of the endogenous metabolism, 
which, we presume, has first call on the ingested nitrogen, then 
ammonia is not produced, and the acids, if they are to be neutralized 
at all, must call upon the fixed alkalies of the tissues. It is in this 
class of case that diminution of the alkalinity of the blood 3 may be 
found and in which the indication for treatment is perfectly obvious. 
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In the process of autolysis, however, various nitrogenous derivatives 
are produced, which during metabolism may pass through the 
ammonia stage. This ammonia is then available to neutralize the 
acids, and autolysis ceases or is curtailed. An autolytic cycle may 
thus be established, and some of the anomalous cases recorded by 
Ewing may perhaps be explained on these grounds. 

We must leave this field of speculation in order to discuss in 
the briefest manner the practical outcome of these researches. There 
can be no doubt that a fresh stimulus has been given to those 
attacking the problem of pregnancy toxemia, and if these investiga- 
tions upon the disturbance of metabolism do not actually lead to 
the complete elucidation of the problem it is certain that they will 
clear the ground for the simple explanation by which the mysterious 
truth will ultimately be revealed. That is the first point. The 
second point is that men of experience and judgment, such as Edgar 
and Williams, profess that these researches have been of much 
benefit to them in their clinical capacities, backing up their state- 
ments by reports of cases. 

In the determination of the ammonia co-efficient, science has 
placed a new weapon in the hands of the clinical pathologist. But 
the metal is still soft from the fire and must be used circumspectly 
until tempered by experience. When leucocyte counting began to 
be introduced into surgery arbitrary limits were set up as 
necessarily indicating pus formation, and it was some years before 
it became a matter of general knowledge that the degree of leuco- 
cytosis in a patient is a function of his resistance and the dose of 
poison he has received. Unfortunately an arbitrary 10 per cent. 
limit has already been set up; we hope that it will soon sink out of 
sight. 

Meanwhile we may conclude with Ewing’s statement that “the 
study of the urinary nitrogen in pregnancy may indicate an abnormal 
state of metabolism when other symptoms are absent, and thus form 
the basis of treatment designed to avoid some of the serious compli- 
cations of pregnancy.” 
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Measurement of the Pelvis 


REVIEW OF CURRENT LITERATURE, 


Recent Researches in exact measurement of the Pelvis. 

AHLFELD (F.), Marburg. Volkmann’s Sammlung, 1907. Vol. xv., p. 28, Nr. 443.— 
The author describes an instrument by means of which he claims he is able to obtain 
direct and accurate measurements of the conjugata vera. It consists of a hollow 
copper sound, so curved that it can be hooked under the symphysis with its flattened 
point fitting closely to the posterior surface. When the most projecting part of the 
symphysis has been found by the examining finger the instrument is maintained in 
its place by means of a handle held in the other hand. The examining finger, over 
the point of which is a loop of silk threaded through the sound, now finds the 
nearest point of the promontory; the thread is kept taut and is fixed by the index 
finger of the hand on the handle. The examining finger and instrument are then 
withdrawn and the distance from the posterior surface of the sound to the tip of the 
examining finger can be measured on a simple scale. As the instrument is of solid 
copper it can be bent to fit behind any pubes, but one size can be used in most cases. 
The shape of the instrument gives ample room for the examining finger, and its 
material allows of its being easily boiled. The increase in the conjugate during the 
Walcher position can be easily measured. The author discusses the various methods 
described since the appearance of Skutsch’s classical monograph with its 87 instru- 
ments all more or less untrustworthy. E. H. L. OvrpHant. 


Pregnancy and Normal Labour at full term after abdominal 
hysterotomy for a large sub-mucous fibroid. 

Vineserc (H. N.). Amer. Jour. Obstet., 1907. Vol. lv., p. 655.—In this case a 
large submucous fibroid was removed from the uterus by the abdominal route. The 
uterine cavity was opened in the process and the hypertrophic endometrium curetted. - 
The uterine incision was closed with catgut sutures. Seventeen months after the 
operation the patient became pregnant and gave birth to a full-time infant after a 
normal confinement. C. NEPEAN LONGRIDGE. 


The Management of Some Difficult Occipito-posterior Cases. 
Lackig (J. Lamonp). Hdinburgh Med. Jour., January, 1907, p. 36.—Dr. Lackie 
had three R.O.P. cases last October. The first was a primipara, aged 29, who had a 
long first stage and early rupture of the membranes. The anterior lip of the cervix 
became cedematous and dilatation was completed with the fingers. The forceps was 
applied but during an extra effort, suddenly slipped off. This happened several times, 
but ultimately a nine-pound infant was delivered with the occiput posterior, and it 
survived. In the second case, the early progress was somewhat similar to that in the 
first case, and six attempts to deliver the unrotated head, resulted in nothing but the 
forceps slipping off. Attempts were then made to rotate the head, and at the same 
time external manipulations were employed to rotate the shoulders, but these 
maneceuvres failed. The hand was then introduced past the head, and the shoulders 
rotated by two fingers internally and, with some assistance from external pressure, 
the infant was delivered with ease. In the third case, the position was changed from 
an R.O.P. to an R.O.A. in the ordinary manner. C. Nepean LoncRrince. 
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Two Cases of Dystocia due to Ovarian Cysts. 

Myer (Max W.). Amer. Jour. Obstet. Vol. lv., p. 658.—(1) In a primipara, 
aged 24, seen by the consultant thirty-six hours after the beginning of labour, the 
uterus was in a state of tonic contraction. On vaginal examination, a mass about 
size of foetal head was found filling the pelvis; the membranes were unruptured and 
the left arm of the child was presenting. Version was performed, and a nine-and-a- 
half-pound still-born infant delivered. The mother made an uninterrupted recovery. 

(2) A primipara, aged 31, was seen after she had been 24 hours in the first stage 
of labour. The head was movable above the brim, the membranes were unruptured, 
and the os was dilating. Upon a second examination some hours later a cystic 
tumour, the size of a man’s fist, was found in Douglas’s pouch. The tumour could not 
be pushed up, so version was performed and the infant extracted with considerable 
difficulty. The patient recovered. 

The author discusses the various methods of treatment employed in cases of 
pregnancy and labour complicated by ovarian cyst. C. Nepean LoncRIncE. 


Ventral Fixation of the Uterus as a cause of Dystocia. 

Incatts (P. H.). Amer. Jour. Obstet., 1907. Vol. lv., p. 636.—This paper is a 
protest against ventro-fixation and ventro-suspension of the uterus in women of child- 
bearing age, based on the result of three cases. In the first, version was performed 
with some difficulty. The infant was hydrocephalic and the uterus ruptured in the 
posterior wall. The abdomen was therefore opened and hysterectomy performed. 
With the exception of an attack of mania, this patient made a good recovery. At the 
time of the operation the fundus was found firmly fixed to the anterior abdominal 
wall. The anterior wall of the uterus was much thickened, but the posterior was 
exceedingly thin. In the second case, Cesarean section was performed after labour 
had been in progress for some hours, and the posterior uterine wall was found 
ruptured ; the anterior wall had not expanded at all. In the third case the child was 
extracted with great difficulty after podalic version. The patient’s abdomen was sub- 
sequently opened, the adhesions to the anterior abdominal wall were cut through, and 
the round ligaments then brought together behind the uterus. 


C. NEPEAN LONGRIDGE. 


Complete Rupture of the Uterus during Labour. 

Sma (A. P.). Amer. Jour. Obstet., 1907. Vol. lv., p. 653.—A woman, aged 40, 
who had previously had five children, had a somewhat slow first stage. The pre- 
sentation when labour began was diagnosed as a vertex, but later on became a face, 
and to assist uterine action, quinine was given at 4 p.m.; the pains became stronger 
and more regular. About 8 o’clock signs of rupture of the uterus occurred, and the 
patient was removed to a hospital where she was operated on. The child and placenta, 
together with a large quantity of blood, were found in the peritoneal cavity. Hysterec- 
tomy was performed but the patient died. 

The cause of the rupture of the uterus did not lie in any disproportion between the 
size of the child and that of the pelvis. There was no rigidity of the cervix, although 
the membranes ruptured early. It was probably one of those cases in which the 
rupture is due to the inherent weakness of the multiparous uterine wall. 


C. NepeaN LONGRIDGE. 


Sudden Death after Parturition. 

Goprrey (ALFRED C.). Amer. Jour. Obstet. Vol. lv., p. 663.—A primipara, 
28 years old, passed through pregnancy without any abnormal symptoms. Labour 
began normally, but after a few hours the patient began to be distressed by mucus 
collecting in the throat. The respirations soon became extremely rapid, the face 
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cyanotic, and she showed every sign of impending dissolution. On examination of the 
thorax, sibilant rales were heard over both sides, and the short respiratory efforts did 
not fill the lungs with air. A frothy serum, pinkish in colour, was expectorated, and 
the patient was very restless. Coma supervened, and the patient died six hours after 
the onset of the pulmonary symptoms. The infant was delivered by forceps and 
was alive. Since no autopsy was allowed, it was impossible to ascertain definitely if 
any pulmonary embolism was present. It is possible for acute pulmonary cedema to 
develop in the absence of embolism. C. Nepean LONGRIDGE. 


The Toxzmia of Pregnancy. 

Jorpan (W. M.). Jour. Amer. Med. Assoc., 1907. Vol. xlviii., No. 17, p. 1414.— 
After referring to the changes in the liver which are to be found in cases of pregnancy 
toxemia, the author discusses the cases which tend to become worse after the primary 
cause has been removed, i.e., after the uterus has been emptied, and concludes that in 
them a new duse of poison is thrown into the system by the involuting uterus. 
According to Williams, in the first week after delivery, the uterus loses 50 per cent. 
of its weight, probably by an autolytic process, which results in the production of 
a large quantity of proteid derivatives. The excess of work thrown on the liver in 
this way may turn the scale in favour of an impending necrosis. The general ad- 
visability of terminating the pregnancy in order to forestall impending necrosis is 
discussed, and the potentiality of chloroform in causing destruction of the hepatic 
parenchyma referred to. Clinically one has learnt that repeated administrations of 
chloroform are bad for a patient. C. Nepean LONGRIDGE. 


The Toxzmia of Pregnancy. 


We ts (W. H.), Philadelphia. Therapeutic Gazette, April, 1907.—The toxemia 
of pregnancy is apparently an auto-intoxication arising from incomplete meta- 
bolism of certain food elements but pressure on the kidneys and ureters, micro- 
organisms, syncytial growths, thyroid, hepatic, renal or intestinal intoxications may, 
no doubt, act as factors in its etiology, and it seems probable that the foetus, or its 
appendages, or both, may have some relation to the condition. Predisposing causes 
may be found in gastro-intestinal indigestion, gout, overfeeding or the reverse, the 
abuse of alcoholic stimulants, tea or coffee, grief or mental worry; or its starting 
point may be a sudden chilling of the skin of a pregnant woman whose excretion has 
been imperfect. Toxemia is most frequent from the middle of the seventh to that - 
of the eighth month. Headache, usually frontal but of very different intensity, is 
present in the majority of cases, and may be accompanied by disturbances of vision, 
or even by hallucinations; there is usually some disturbange in the mental or general 
nervous state. The skin is apt to be dry and muddy, or even slightly jaundicial in 
colour. Many patients complain of constant burning distress beneath the sternum. 
There is generally much constipation, and flatulence may cause pain suggesting the 
onset of labour. The amount of urine in the 24 hours is not diminished, but its 
specific gravity and the total solids excreted is decreased. Albumin is frequently 
found in varying quantities, but occasionally a patient, though distinctly toxzmic, 
may show no albumin at all. If casts are persistently present with dropsy and other 
nephritic symptoms, the kidneys are suffering from poisonous blood or nephritis may 
have preceded the pregnancy. Sugar, unless a trace of lactose, is seldom present 
except in diabetes. In the study of the amount of urea excreted, many things must 
be taken into account: the diet, the amount of fluids taken, the normal index of 
excretion of the individual. A fair average normal for a pregnant woman would 
be 1°25 per cent. ; a sudden fall below 1 per cent. would suggest danger, and probably 
the amount of free ammonia would be found increased (v. Foulkrod and Hirst 
infra). The heart’s action, and the tension of the pulse are almost always increased 
in toxemia. 
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Toxzmia of pregnancy is, in fact, a pathological condition which, when unrelieved 
by treatment, is dangerous to both mother and child. It is a cause of eclampsia, of 
pernicious nausea, occasionally of acute maniacal seizures, or it may lead to a 
chronic intoxication, with fever but without convulsions, difficult to differentiate 
from septicemia. The essential treatment is to increase elimination by free purgation, 
and by promoting diaphoresis and diuresis; to quiet the circulation by bromides, 
chloral or veratrum viride, and at the same time the diet must be restricted, plenty 
of fresh air is essential; massage and passive movements and, later, regulated 
exercises, are of use. In toxemia manifesting itself in pernicious nausea in the early 
months it may be necessary to empty the uterus promptly but, when the condition 
does not come on until late in pregnancy, the induction of labour should not be 
considered until other means have failed. 


The Urine in Toxemia and Eclampsia. 

Foutkrop (CoLtin). TZ'herapeutic Gazette, April, 1907, p. 223.—Repeated com- 
parison of urinary examinations with post mortem findings have convinced Foulkrod 
that the classical readings of pathological urine, especially in regard to casts, are 
not so serious as has been supposed. We do not know that the kidneys may not 
produce an internal secretion of more import to the economy of the body than their 
excretory function, or whether the renal cells are, or are not, more than secondarily 
responsible for the functional disturbance in their albumin-splitting or secretory 
functions; or whether such disturbance may be primarily in the liver, placenta, 
thyroid or other gland, or even in the cells of the uterine mucosa. Urine analysis 
must be studied side by side with the ingestion, present symptomatology and 
previous history of the patient. Toxemic symptoms demand the determination of 
the total sugar, albumin, and urea, passed during the 24 hours, as well as the specific 
gravity of the urine, and the presence of casts. Moreover, the urine should be filtered 
for the determination of urea ammonia and serum albumin, and the albumin should 
be thrown down and filtered out for the determination of sugar. 

Even allowing for the diminished nitrogenous intake, the excretion of urea in a 
normal patient is lessened during pregnancy, and its ratio to the specific gravity of the 
urine is also less. Usually the excretion of urea is in the same patient less after than 
before the symptoms of toxemia have appeared. Serum albumin is seldom present in 
the urine of normal pregnant women, and unless there has been pre-existing kidney 
disease, is unusual rather than usual, early in toxemia, whereas later on, or when 
there is eclampsia, albuminuria is generally present. For the early diagnosis, pro- 
phylaxis and treatment of the toxemia of pregnancy, the study of the nitrogen ex- 
creted in the urine is of vital importance and the estimation of the albumin and the 
presence of casts must be determined in all cases of progressive toxemia tending 
towards eclampsia. When the diet is restricted, a very low or persistently low 
excretion of nitrogen must be carefully watched in relation to the clinical symptoms. 
The nitrogen is eliminated as urea, ammonia, purin bodies (xanthin, hypoxanthin, or 
nuclein bodies) and as uric acid. Of the total amount 85—87 per cent. is urea, 4—6 
per cent. ammonia, and these are the more important forms. In pernicious nausea 
other than neurotic, the total excretion is normal, but the ammonia may rise to 10, 20 
or even 40 per cent. at the expense of the urea. Williams, of the Johns Hopkins 
Hospital, considered a rise of the ammonia above 10 per cent. as a relative indication 
to interrupt the pregnancy. Any infection such as influenza may cause a storm of 
eclamptic convulsions in a toxemic case. The study of the urea excretion is of 
prophylactic import even after convulsions are controlled and until the patient is 
entirely well. 


Eclampsia and its Treatment. 
Hirst (S. C.), Philadelphia. Therapeutic Gazette, April, 1907, p. 220.—The 
author, in an article based on 86 cases of eclampsia and 278 of albuminuria in the 
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University Maternity, says that except in a small proportion of cases (10 to 15 per 
cent.) eclampsia is preceded by the constitutional symptoms of toxemia. The amount 
of urea excreted varies within such wide limits that it is useless for diagnostic pur- 
poses. 

(1) To avert convulsions, chloroform administered when the promonitory signs 
appear is often of the greatest value; it is useless during the fits, and no other 
anesthetic need be considered. (2) The blood pressure in eclampsia is usually 
extremely high. An initial dose of 15m. of the fluid extract of veratrum viride 
followed by 5m. every hour for several doses has given most satisfactory results. 
From 8 to 16 fl. 0z. of blood removed by venesection is sometimes of the greatest 
value but, in the cases most requiring it, the blood very often does not flow freely. 
(3) Morphine in large doses gave Veit a mortality of only 3°3 per cent. in 62 cases; 
but while well borne in parenchymatous nephritis it is not tolerated in interstitial. 
Small doses are useless; if given at all the dose should be from 0‘5gr. to 0°75 gr. 
hypodermically. (4) Chloral in doses of from 30 to 60 gr. by enema, has given good 
results. Like morphia it interferes with elimination, and neither should be given as a 
routine treatment. (5) Pilocarpine is most dangerous from its tendency to cause 
cedema of the lungs, but in cases which cannot be made to perspire, and which are 
obviously not improving under treatment, a single dose of from one-eighth to one- 
sixth of a grain is sometimes of value. (6) Thyroid extract, recommended by Nichol- 
son, seems to be more valuable in preventive treatment than after convulsions have 
occurred. (7) Free purgation is essential and can be secured in several ways: the 
most satisfactory, perhaps, is to wash out the stomach and then introduce through 
the tube two fl. oz. of castor oil containing four drops of croton oil. (8) Diaphoresis 
is best induced by the hot vapour bath, or the hot wet pack, which may be continued 
for 30 minutes every four hours, the patient’s head being covered by an ice-cap. 
(9) Hypodermoclysis, a pint of salt solution infused under the breasts every eight 
hours, is of the greatest value. A larger quantity is inadvisable, as if the patient does 
not sweat and purge freely there is some danger of pulmonary edema. (10) As re- 
gards forcible delivery : Though in the majority of cases the convulsions cease, or 
diminish in frequency, after the uterus is empty, it is wiser to defer interference 
with labour unless (a) labour has well advanced with good dilatation, when forceps 
may be applied; (b) if the convulsions have only recently commenced, the Pomeroy 
bag, or some other slow means of dilatation may be employed and the patient 
delivered; (c) if in spite of treatment the patient is losing ground, the risk of - 
delivery may be taken in the hope of improvement when the uterus is empty. 

Of the 86 cases of eclampsia, aged from 14 to 41, 65 were primipare, 21 multi- 
pare (1 aged 15 in her third pregnancy). The mortality was 33°8 per cent. for the 
primipare, 14°25 for the multipare; the total death-rate for eclampsia 27°4 per cent., 
but excluding 13 cases admitted in a hopeless condition only 13°2 per cent. 

Of 278 patients whose filtered urine showed albumin, 3°9 per cent. developed 
eclampsia in spite of the treatment; 40 who had had eclampsia in previous preg- 
nancies, escaped, in the present one, under treatment. 


Can Sterilization be effected with certainty by treating the 
Fallopian Tube by the “intestinal method?” 

OFFERGELD. Zeits. fiir Geburts. und Gyndkol., 1907. Bd. lix., Ht. 1—Any 
operation on the tubes, short of completely extirpating them together with the cornua 
of the uterus, has been proved to be an uncertain method of preventing further 
pregnancy. Friedemann has suggested recently a method which may be called briefly 
the “intestinal method,” and which consists of compression of the tube by an in- 
testinal clamp and tying a catgut ligature in the groove thus made. Offergeld has 
carried out experiments on bitches, cats and rabbits. He found that the tube became 


5 
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patent again and pregnancy followed after simple ligature, and also after ligature in 
a groove made by compression with a clamp, even when the tube was crushed so 
forcibly that only the peritoneal coat remained. He comes to the conclusion that the 
only certain method is extirpation of the tubes and of portions of both cornua. 
[Note by Abstractor.—Offergeld does not take into consideration the formation of 
a cuff of peritoneum which may be sutured over the uterine end of the tube, i.e., 
treating the uterine end of the tube in the same way as the stump of the appendix 
after removal of that structure.] Henry Russert ANDREWS. 


My first experience with Bier’s Method of Spinal Anzsthesia. 

GERSTENBERG. Zeits. fiir Geburts. und Gyndkol., 1907. Bd. lix., Ht. 1— 
Gerstenberg used injections of stovain and borate of adrenalin in the following seven 
cases :—(1) A patient of 60, fat, dyspneic, with a fixed tumour reaching from 
Douglas’s pouch almost to the umbilicus, who after examination under chloroform 
had suffered from severe and persistent vomiting. Anzsthesia was complete in ten 
minutes after the injection, and lasted for three-quarters of an hour. During suture 
of the broad ligament there were slight pain, vomiting and straining, for which a 
little chloroform was given. There were no bad after-results. (2) Vaginal hysterec- 
tomy for fibroids. The anesthesia was not complete and the method had to be reinforced 
by chloroform. (3) Removal of extensive vulval warts at the sixth month of pregnancy. 
No chloroform was given. No bad after-results. (4) Dilatation and curetting. 
Anesthesia satisfactory. (5) Double ovariotomy. A little chloroform was necessary. 
(6) Removal of appendix from a very anemic patient. Slight sensation of burning; 
therefore a little chloroform was given. Slight headache for a few days. (7) Failure 
in a patient with kyphoscoliosis. 

In two cases the anesthesia was all that could be desired; in three it was good; in 
one insufficient. One case was a failure on account of the distortion of the spine. 
Gerstenberg is so convinced of the value of the method that he has determined to 
employ it whenever possible in cases of abdominal section. He thinks that it will 
cause improvement in the immediate results of difficult operations, e.g., abdominal 
hysterectomy for carcinoma of the cervix. Henry Rvussett ANDREWS. 


Insanity in connection with Pelvic Disease. 

Henry (W. 0.). Jour. Amer. Med. Assoc., March 28rd, 1907.—In a previous 
paper, written in 1898, the author formulated the conclusions that all insane and 
epileptic women should have their pelvic organs examined and, if diseased, treated, 
and that cases not benefited by local and conservative operations might still be cured 
by more radical operations. He supports his views by quoting the opinions of several 
alienists, the general trend of which, however, is the common-sense view that operation 
may perhaps benefit those cases in which the pelvic disease is a salient feature or is 
damaging the general health of the patient. The short abstract of the author’s own 
cases are unconvincing. In some instances no mention is made of any abnormal 
mental condition, but the following case is a typical one of the series :—A woman 
aged 45, the mother of two children, suffering from melancholia, had a large retro- 
flexed uterus and prolapsed tubes and ovaries; supra-vaginal amputation of the uterus 
and removal of the tubes and ovaries resulted in perfect physical and mental health. 
The author is in favour of very radical measures. C. NEPEAN LONGRIDGE. 


The Nomenclature of Endometritis. 
Jour. Amer. Med. Assoc., 1907. Vol. xlviii., No. 12, p. 1002.—The Obstetrical 
Section of the American Medical Association in 1906 appointed a committee to discuss. 


this subject. The report is signed by J. Ernest F. Tucker, Henry O. Marcy and 
John G. Clark, and reads as follows :— 
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“The word endometrium should be used to refer to the mucous membrane which 
lines the body of the uterus. The mucosa of the cervical canal is anatomically and 
physiologically a different structure, and, although it may properly be called endo- 
metrium, usage more or less restricts that term to the mucosa of the body of the 
uterus. The endometrium is intimately connected with the musculature of the uterus, 
and its circulation is greatly influenced by changes which occur in the blood-vessels of 
the myometrium and by the tonicity of the uterine muscle. The endometrium is 
continuous with the lining membrane of the tubes and with the epithelial layer of the 
cervix; therefore it follows that the endometrium is influenced by all inflammatory 
affections, displacements, new growths and congestions of the genital organs. By 
some it is held that the term endometritis (inflammation of the endometrium) should 
be applied only to those lesions of the endometrium which show histologically the 
products of an active reaction of the tissues to an irritant. According to this view, 
endcmetritis is always the result of infection with a micro-organism. By others it is 
held that there are causes of inflammation other than bacterial, and that a long- 
continued inflammatory process, produced either by bacterial infection or by 
mechanical or other forms of irritation may cause hyperplastic or atrophic changes 
in the endometrium without any histological evidence of an acute inflammatory 
reaction. Such a distinction results from a difference in the conception of what 
constitutes an inflammation, and has little practical importance. Thus what 
is considered glandular hypertrophy of the endometrium by the adherents to the first 
view is called glandular endometritis by the adherents to the second. It is our belief 
that it will lead to less confusion of terms to regard ‘glandular hypertrophy’ of the 
endometrium and ‘atrophy’ of the endometrium as the end results of a chronic 
endometritis, or as Sanger has aptly stated it, the residuum of an inflammation. The 
classification of endometritis should be purely anatomical: in other words, it should 
be divided into the acute and the chronic forms. While acute endometritis involves 
all of the component parts of the endometrium indifferently, the chronic form may 
affect especially the glands or the stroma. Any classification of endometritis, based 
on etiological factors is faulty, because the etiology of the chronic forms cannot 
always be determined, and therefore the classification in many cases would be useless. 
There is also no relation in the chronic form between the cause and the form of the 
anatomical changes in the endometrium. A classification based on clinical symptoms, 
as catarrhal, purulent or hemorrhagic, is also bad, for such terms might be easily - 
applied to different stages of the same process, and a classification based on symptoms 
leads to an almost endless variety of forms. The age of the individual also should 
be given no place in the nomenclature. Senile endometritis conveys no pathological 
meaning, the terms juvenile or adolescent endometritis may be employed just as 
properly. In conformity with inflammatory lesions elsewhere we may speak of acute 
and chronic endometritis. The chronic form may further be divided into glandular 
and interstitial, when the glands on the one hand, or the stroma on the other, are 
especially involved. Pathologists may sub-divide the chronic formsin order to in- 
dicate anatomical peculiarities, but this is not necessary for the clinician. Endo- 
metritis, except in the acute form, rarely exists alone. It is usually complicated by 
inflammatory lesions of the cervix or of the pelvic viscera, lacerations of the cervix or 
of the pelvic floor, retro-displacements of the uterus, chronic pelvic congestion, uterine 
or ovarian tumours. Except in the acute form, therefore, which is incident to 
gonorrheea or to infection following labour, abortion or instrumentation of the uterus, 
it has in itself little clinical importance. It should be considered and treated, with 
the exceptions noted above, only in conjunction with the lesion which produces it. In 
many text-books this fact is not pointed out, and the student is led astray as to the 


frequency and the significance of the disease and as to the necessity of its 
individual treatment.” 


C. Nepean LONGRIDGE. 
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Abscess of the Uterus. 

Mercapé (Sava). Annales de Gynécol. et d’Obstét., January, 1907.—Abscess of 
the uterus, i.e., a collection of pus encysted in the uterine parenchyma, is a very rare 
condition, and its very existence has been denied by some authorities. Mercadé’s 
paper is, however, full of interest since, on the basis of a total of 41 observations, he 
recognizes the conditions as a definite pathological entity. The most usual cause of 
abscess of the uterus seems to be puerperal infection or attempted criminal abortion. 
It has also resulted from a normal confinement or a forceps delivery. Gonorrhea is 
another important factor, and it may or may not occur in the course of acute metritis. 
It seems probable also that gonorrhceal infection following upon parturition is liable 
to end in abscess. Sometimes abscess of the uterus has followed various traumatic 
procedures, such as the passage of instruments, operations for prolapse or bilateral 
division of the cervix. Tuberculous infection is rarely a cause, but again genital 
tuberculosis is very uncommon. Tubercle affecting the uterus usually occurs as a 
lesion of the endometrium or as a milliary tuberculosis of the muscular layers. The 
author, however, claims to have discovered five genuine cases of tuberculous abscess 
of the uterus, of which three were secondary and two primary. In regard to the 
mode of infection in genital tuberculosis, the author maintains that the portal of entry 
is generally by the vagina, infection by the blood-stream being quite exceptional ; 
further, that deep infection of the parenchyma of the uterus may occur without there 
being necessarily any lesion of the mucosa. The placental site after parturition offers 
a suitable and dangerous mode of entry for gonorrhceal infection. The seat of election 
for abscess of the uterus, whether post-puerperal, post-abortive, streptococcal, 
gonorrheeal or tuberculous, is almost invariably in one or other cornu. This, Mercadé 


attributes to the predominance of lymphatics or to the presence of embryonic remains 
in this situation. 


Abscess of the uterus may be either acute or chronic, and may be sub-peritoneal, 
intra-muscular or sub-mucous.The sub-peritoneal variety is the more common. Intra- 
muscular abscesses have from their situation very thick walls. Nearly all the reported 
cases of abscess of the uterus have been single, and as a rule not of a large size, 
except in the sub-peritoneal variety, one such abscess having been noted which 
reached to the level of the umbilicus. A uterus containing an abscess is usually en- 
larged, and may or may not be adherent to neighbouring organs. In a few cases the 
pus has burst into the peritoneal cavity with fatal results, in others, owing to adhesions, 
it has found its way into the bowel or bladder. It is said that pus from a sub- 
mucous abscess may burst into the uterine cavity and be passed per vaginam. 

Odphoritis, salpingitis, peri- and parametritis, or abscess in the broad ligaments may 
accompany abscess of the uterus. Clinically, abscess of the uterus appears to be 
difficult of diagnosis, and there is little to go on beyond the enlarged and tender 
uterus accompanied by the usual symptoms due to infection. In acute cases fever is 
usually present with rigors. In chronic cases there may be no symptoms at all, and in 
not a few cases abscess of the uterus has only accidentally been discovered post 
mortem. Sometimes a chronic abscess take on an acute course, or remissions may 
occur from time to time. 

Conditions simulating uterine abscess are the early stages of puerperal infection, 
intra-uterine collections of pus, suppurating fibromyomata, pyosalpinx, pelvic abscess, 
suppurating ovaries, inflamed ovarian cysts or even appendicitis. The difficulties in 
diagnosis are much increased when there is general inflammation of the pelvis and 
fixation of all the organs therein contained. Should an abscess open into the uterus 
it may imitate a suppurating fibroid, pyosalpinx, pyometra, or even hydrops tube 
profluens. 

The treatment depends upon the seat of the lesion and the complications which 
supervene, but in all cases interference is necessary. An abscess occurring in the 
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cervix or bulging into the uterine cavity may be opened easily, but for one in the 
fundus of the uterus laparotomy is usually the rule. In several published cases this 
has been supplemented by vaginal drainage. Much of course depends on whether the 
uterus is fixed or otherwise, and whether grave pelvic complications are present or 
not. The author concludes that if the abscess be encysted the ideal treatment is 
removal of the diseased cornu, together with the adnexa of the same side. Failing 
this, the only rational treatment is total abdominal hysterectomy. 


C. Husert Roserts. 


Torsion of Hematosalpinges complicating Congenital Atresia of 
the Vagina and Hzmatokolpos. 

Cuaput (M.). Revue de Gynécol. et de Chirur. Abd., November-December, 1906.— 
The author relates two cases which have come under his observation in the course of 
the last few years. 

The first was that of a girl of 25, with an imperforate hymen, whose abdomen was 
swollen “as though with a large fibroid uterus.” There was dulness to percussion up 
to the level of the false ribs; the uterus, which was rounded above, was hard and 
tender to pressure ; the iliac fossz were filled with two masses dull to percussion, which 
were attached one to each side of the uterus. The hymen was punctured, and 
about half a litre of black blood escaped. The cervix was noticed at the time to be 
extremely dilated. On the day following this operation the patient’s general con- 
dition was bad, and in the right iliac fossa, where there was much pain, a mass 
could be felt, the size of a fist, fixed, painful and tender. By the evening of the 
next day her general condition was worse, and there was marked oliguria. Laparo- 
tomy was performed, and two litres of black blood were found free in the abdominal 
cavity. There was slight injection of the gut, and the right tube, which was as 
large as a fist, and perforated, was twisted six times on its pedicle. The left tube, 
though small and unperforated, was twisted five times on its pedicle. Both tubes 
were removed, but on the following day the patient died. At the necropsy there was 
no pus in the peritoneal cavity, but there was some blackish fluid in Douglas’s pouch, 
and the gut was a little distended and somewhat injected. 

The second case was 28 years old. She had an imperforate hymen and also atresia 
of the lower part of the vagina. There was an abdominal tumour, which rose as high 
as the navel and lay chiefly in the right flank. At the operation a hematokolpos was . 
found about two inches from the surface of the vulva. This patient also died two 
days after the operation with a rising temperature, vomiting, and a rapid pulse. At 
the necropsy a bicornute uterus was found with the right cornu the larger. The right 
tube was dilated to form a large hematosalpinx, and there was simple torsion of its 
pedicle. 

The author discusses these two cases, and concludes that in the first case death 
was due to anuria produced by the reflex nervous disturbance resulting from torsion 
of the two tubes, and in the second case to reflex intestinal obstruction, a pseudo- 
strangulation comparable with that caused by torsion of a retained testicle. He 
advises laparotomy, either before or after the vulval incision, in every case of 
hematolkolpos to verify the condition of the tubes, to evacuate them and to untwist 
them, or to remove them, thereby avoiding their rupture or torsion of their pedicles 
with the disastrous results related in this paper. G. F. Darwatt Smita. 


The Operative Treatment of Chronic Inflammatory Diseases of 
‘the Tubes and Ovaries by Abdominal Section. 
Escu. Zeits. fiir Geburts. und Gyndkol., 1907. Bd. lix., Ht. 1.—In a paper 
published in Olshausen’s Festschrift, Henkel stated that in 80 to 90 per cent. of all 
cases of inflammatory diseases of the appendages, “subjective healing” occurred after 
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treatment by rest, dieting, regulation of the bowels, hydrotherapy, tampons of iodine, 
glycerine, pressure, hot air, etc. In Olshausen’s Klinik operation on pyosalpinx is, if 
possible, put off until 9 months after the occurrence of infection, and performed when 
the temperature is normal. The mortality in 142 such operations was 4°2 per cent. 
As far as possible all stumps were covered over with peritoneum to diminish the 
chance of ileus. If a pus-sac ruptures during the operation, great importance is laid 
on securing absolute dryness of the peritoneal cavity. All oozing is stopped, the 
abdomen is practically never drained and never flushed out. Olshausen’s view on this 
point is: “Any pus that can be seen in the abdominal cavity can be removed with 
swabs at once. Any that cannot be seen must be such a small amount that it cannot 
be removed by drainage. If the infective fluid has been carried widely among the 
coils of gut, and the general abdominal cavity has become infected, there is nothing to 
be gained by drainage.” Esch looks on the pus contained in ovarian abscesses as 
being particularly virulent. The presence of a fistulous opening into the rectum or 
vagina, the diagnosis of which may be impossible, is of grave prognosis. A previous 
incision by the vagina to evacuate pus makes subsequent radical operation more 
difficult and more dangerous. Henry Russet, ANDREWS. 


Pyosalpinx and other chronic pelvic infections treated by 
Laparotomy. 

Martin (FRANKLIN H.). Surgery, Gynecology and Obstetrics, April, 1907.—The 
author states that 96 per cent. of the cases of pelvic infection which he has treated in 
18 years have been instances of intra-peritoneal infection from direct extension along 
the mucous membrane of the vagina, uterus and Fallopian tubes. He has treated more 
than 936 cases of pelvic infection by laparotomy and approximately 72 by vaginal 
incision. In these 72, 10 were cases of extra-peritoneal puerperal abscesses and 
about 12 were complicated intra-peritoneal abscesses in which incision was resorted 
to, as a temporary expedient, after the abdomen had been opened with the intention 
of enucleating the infected tubes. He strongly advocates laparotomy in treatment of 
intra-peritoneal pelvic infection in preference to vaginal incision, asserting as reasons 
for this preference : (1) “It presents the minimum immediate mortality.” (2) “It enables 
one to examine carefully other organs in the abdomen, to verify or correct the diagnosis 
and to note complications.” (3) “It enables one to work with the whole field under 
observation; to avoid injury to important organs which might be overlooked in a 
vaginal operation; to deal with complications; and finally, to do a thorough enuclea- 
tion, or repair, of the diseased tubes and extensions of both sides, with adequate 
hemostasis.” (4) “Its immediate and permanent results are extremely satisfactory.” 

His mortality in 15 years has been under 5 per cent., and he believes that if his 
cases had al}. been treated by the vaginal operation, the mortality would have been 
much higher, and the final results not nearly as good. 


He describes the technique of his operations. He makes an incision sufficiently 
long to admit his hand, and, if there is no contra-indication, he examines the gall- 
bladder, kidneys, stomach and appendix, before placing the patient in the Trendelen- 
burg position. When the pelvis has been raised, the bowels are carefully protected 
by gauze sponges. In a simple pyo-salpinx he incises the tube and milks the 
contents towards the fimbriated end; he then washes out the tube with peroxide of 
hydrogen by means of an applicator covered with cotton. The tube is then dried 
and closed with fine catgut. The material in the tubes is almost invariably sterile. 
In many instances pregnancy follows recovery. 

In cases of bilateral, tubal, or tubo-ovarian abscess with adhesions, if there is 
a considerable quantity of pus, he evacuates the pus and clamps the puncture of 
the aspirator needle. The tube and ovary are then brought out by separating the 
adhesions with the fingers. If the tube and ovary are both destroyed, they are re- 
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moved by tying the infundibulo-pelvic ligament, including the ovarian artery and the 
broad ligament, with catgut sutures. The tube is severed by a wedge-shaped incision 
extending into the cornu of the uterus, and this incision is closed by inverting sutures 
of catgut. The enucleation cavity is then inspected, any bleeding points are secured 
with catgut, and any denuded portions of the intestines are carefully covered with 
peritcneum. When there is slight venous oozing, the points are seared with a ball- 
cautery, heated to a cherry-red. 

He endeavours to preserve serviceable appendages on one side at least, and in 
8 cases he has dissected off thin portions of healthy ovarian tissue and has trans- 
planted them into the raw surface of the broad ligament and the horn of the uterus. 
In these cases menstruation has continued. 

Large bilateral abscesses with peritoneal extension and general walling-off by 
adherent intestines and omentum, he generally enucleates, but in 12 cases he has 
located the abscess by an abdominal opening and opened and drained them through 
the vagina. He believes that a more thorough operation may be done by opening the 
abdomen first than by vaginal incision only. While the vaginal opening is being 
made the operator, or a competent assistant, makes counter pressure over the abscess 
with a hand in the abdominal cavity. 


He prefers enucleating the whole mass by the abdominal route, and this can gener- 
ally be done. He defines three points for beginning the separation of the mass: 
(1) Douglas’s cul-de-sac, after carefully following the posterior surface of the uterus 
down to this point; (2) the junction of the utero-ovarian ligament with the uterus, 
and (3) behind the infundibuliform ligament. Each of these points should be tried, 
in the order named. If the sac is tense it should first be evacuated. 


If the appendages are destroyed and the patient is past child-bearing, he removes 
the uterus at the cervix. As the pus is generally sterile no drainage is required, but 
if the pus is foul-smelling, drainage is obtained through the vagina by a split rubber 
tube filled with pieces of washed iodoform gauze. RoBERT JARDINE. 


Analysis of 50 Consecutive Abdominal Operations for Female 
elvic Disease. 

Sranpace (R. F.), I.M.S. Indian Med. Gaz., September, 1906.—This paper was 
compiled in order to obtain some idea as to the frequency of the graver gynecological - 
cases presenting themselves for treatment in an Indian Woman’s Hospital; 
exploratory operations which led to no further steps being taken are not included in 
the series; operations undertaken for displacements uncomplicated by disease are 
also omitted. It appears that native women in India dread the surgeon’s art, pre- 
ferring to trust themselves and their complaint to the incantations and outward ap- 
plications of ignorant native practitioners, and Captain Standage deplores the fact 
that numerous women afflicted with operable carcinoma of the uterus, ovarian cyst, 
and fibromyomata refused to submit to operation. Many of these cases were followed 
up to their grievous termination, either at home or in some other hospital. 

Diseases of the Fallopian tubes formed the greater bulk of the cases operated on. 
The frequency of inflammatory lesions of the tubes is ascribed to the reprehensible 
practices of the native midwife and the fact that the hospital is situated in a garrison 
town. There were four cases of ectopic gestation, and two cases of hematosalpinx 
in which there was no macroscopic evidence of gestation. Ovarian diseases were 
represented by seven cases of multilocular cyst-adenomata, one dermoid and two 
cysts of the corpus luteum. Two broad ligament cysts were found. 

Hysterectomy was performed five times, in three cases for fibromyomata in two 
for carcinoma. 

One case of hydatid diseases of the pelvis was operated upon. The original cyst 
was in the bladder wall and ruptured during pregnancy filling the pelvis with 
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daughter cysts. Six cysts were removed. The case was followed up and was doing 
well when last seen. 

The mortality in the series was twelve per cent. ; taking into consideration the un- 
favourable condition in which a large number of the patients was found when pre- 
senting themselves for treatment, this result cannot but be regarded as satisfactory. 

A few notes are added on the technique employed. Irrigation was frequently 
employed. In the first 30 cases through and through sutures of silk-worm gut were 
employed to unite the abdominal wound and two ventral herniz resulted. In the last 
20 cases the wound was sutured in three layers. C. Nepean LONGRIDGE. 


Vaginal Drainage for Pelvic Pus. 

Byrorp (Henry T.). Surgery, Gynecology and Obstetrics, April, 1907.—The 
author considers that from a theoretical standpoint vaginal drainage is a makeshift, 
but practically it is sometimes a valuable means of obtaining radical and permanent 
relief. Complete enucleation is the ideal when this can be obtained. A suppurating 
ovarian cyst can generally be enucleated, but when the tumour fills the pelvis and 
the local conditions, as well as the condition of the patient contra-indicate complete 
removal, drainage must be tried. A tardy cure can usually be obtained in this way. 
A pyosalpinx may sometimes be cured by drainage, but it will take a long time. 
Suppurating hematoceles can nearly always be cured in this way. This is also true 
of intra-peritoneal collections of pus that occupy the same position, but in these 
cases there is often a focus of infection in the tube, and it may be necessary to 
remove the tube subsequently. RosBertT JARDINE. 


The non-operative treatment of Pelvic infections. 

Warxins (THomas). Surgery, Gynecology and Obstetrics, April, 1907.—The scope 
of this paper is limited to the consideration of pelvic infections which have extended 
to the peritoneum. In puerperal cases, the infection nearly always spreads by the 
lymph and the blood-vessels, and consequently affects the ovary more often than the 
tube. In non-puerperal cases the infection almost invariably spreads by continuity 
of tissue (along the mucosa) and therefore causes salpingitis more often than odphoritis. 
In non-puerperal cases the infection is generally gonorrheal, and in puerperal cases 
it is generally due to some other organism. Re-infections are less and spontaneous 
recoveries more common in puerperal than in other cases. The dangers of operation 
are relatively greater in puerperal than in non-puerperal cases, owing to the differences 
in the variety and location of the infection, the mode of its extension, and to the 
diminished power of resistance of tissues undergoing involution. 

Notes are given of the treatment of a typical case of acute puerperal exudate by 
means of an ice bag over the lower abdomen, liquid diet, saline cathartics and 
enemas when needed, codeine to relieve the pain, and normal saline enemata. By the 
fifth day the temperature had fallen to normal, and by the thirteenth, the mass in 
the region of the left uterine appendages, which had been 8 or 4 inches in diameter, 
had disappeared, leaving only a slight thickening. 

The rational treatment of pelvic exudates is to increase the resistance of the 
body to infection, to remove the infective material by surgical means or destroy it 
by the local use of antiseptics, and, finally, to use antitoxines and orceines. Neither 
operative nor even much local treatment should be employed save in exceptional 
cases, during the acute stage of the disease. The curette should not be used except 
where there is hemorrhage or offensive discharge indicating that some of the 
products of conception are retained. The retained products should be removed with 
as little traumatism as possible. 

The medicinal treatment should be persevered in so long as there is any improve- 
ment, but in protracted cases where there is reason to believe a secondary infection 
has occurred—frequently a colon bacillus infection—operative interference is indicated. 

Rosert JARDINE. 
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A Case of Ulceration into the Intestine by a Tooth from a Dermoid 
Cyst. 

Kroru. Miinchener med. Wchns., 1907, No. 18.—The patient, a multipara, 
aged 35, was operated upon for a dermoid cyst complicating early pregnancy. The 
tumour was covered with coils of small intestine, to one of which it was so firmly 
attached, that opening of the bowel was unavoidable in removing it. From the 
portion of the cyst adherent to the bowel a toothlike structure projected into the 
intestine. The patient recovered from the operation. The cystoma was only partially 
dermoid, and reference is made to the frequency of combined dermoid and multi- 
locular cysts, and the frequency of the presence of teeth in such cysts. 

E. S. CaRMICHAEL. 


Malignant Teratoma of the Ovary. 

Frank (Dosert T.). Amer. Jour. Obstet., March, 1907.—Owing to some error in 
the binding of the journal this paper is unfortunately incomplete. The clinical 
history of the case presents no features of unusual interest. The patient, a married 
woman, aged 35, who had had one child eleven years previously, after a slight blow 
on the abdomen began to have pain, tympanites and slight fever at night. Enlarge- 
ment of the abdomen was noticed a few months later and laparotomy was undertaken. 
A large yellowish tumour was found and partially removed. Complete removal was 
impossible on account of the extent and vascularity of the growth. It consisted of 
nodular matter of friable tissue, and festoons of thin-walled grapelike cysts. The 
patient recovered from the operation and lingered for a few months afterwards. 

The tumour was composed of constituents of all three body layers. Of the ecto- 
dermic structures, nervous tissue was the most plentiful; but it was not of a highly 
differentiated character, and only one medullated nerve was found. Teeth, hair and 
ill-developed skin, were present. The mesoderm contributed connective tissue and 
vessels, cartilage, bone, adipose tissue and smooth muscle. The entoderm was repre- 
sented by various kinds of epithelium covering part of the surface of the tumour, 
lining cysts and forming glands and acini, and some goblet cells were found. At 
the time of the operation, the exact origin of the primary tumour could not be deter- 
mined, but microscopical examination disclosed an area composed of typical ovarian 
stroma, containing a few Graafian follicles and a corpus fibrosum, and on this 
evidence it was concluded that the neoplasm originated from the ovary. The trans- 
plantation metastases examined were apparently as complex as the primary tumour, 
and some bore a striking resemblance to the tissue found in hydatidiform degenera- 
tion of the chorion, but the delicate myxomatous stroma was only covered by a 
single layer of low cuboidal epithelium. 

The relations between teratomata and dermoids are discussed, and abstracts are 
given of 31 cases from the literature of the subject. The paper then comes to an 
untimely end. C. NEPEAN LONGRIDGE. 


Operation on an Extra-uterine Pregnancy after term; the Placenta 
left in the Abdomen. 

Freunp (H. W.), Strasburg. Volkmann’s Sammlung, 1907. Vol. xv., p. 28, Nr. 
488.—The author in this interesting monograph discusses the pathology and treatment 
of abdominal pregnancy, and narrates a case in which no sac existed that could be 
stitched to the abdominal wound. He thinks sepsis is best avoided by leaving the 
gauze packing in situ for 10 or 12 days, till the abdominal cavity is shut off by 
adhesions. The patient was a iii-para, aged 31; her previous labours were normal, the 
last was 9 years before. She was brought to hospital by a midwife who had diagnosed 
the condition. Though the child had been carried a fortnight beyond term it was 
still alive, and at the operation, in August 1903, was found lying free in the 
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abdomen, without liquor amnii or any membranes, nor could any trace of these struc- 
tures be found on the placenta. The child had in consequence suffered from pres- 
sure, and showed marked compression of the chest and spinal curvature; it lived 
only a few hours. The placenta was small; it lay partly on the right cornu of the 
uterus and was densely adherent to the pelvic peritoneum and to the intestines, from 
which it was inseparable; there was no scar to indicate the seat of rupture. The 
placenta was tightly packed with gauze. On the third day a piece of placenta was 
passed per vaginam; F, discusses this and concludes that the original implantation 
was in the right horn or in the interstitial part of the tube. The gauze was removed 
on the 12th day and the abdominal wound became completely closed in spite of 
attempts to keep it open. In October, 1905, the woman was well and was menstruat- 
ing regularly, but the placental remains could be palpated, forming a tumour ad- 
hering to the uterus which was drawn up to the right side. E. H. L. Ovremant. 









































On the treatment of certain Urethro-vesico-vaginal Fistulz by the 
formation of an artificial meatus in the hypogastrium combined 
with episiorrhaphy. 

Cuénieux (M.). Revue de Gynécol. et de Chirurg. Abdom., January—February, 
1906.—The author describes a case in which the whole floor of the urethra from the 
meatus to the bladder had sloughed away as the result of a difficult labour, and 
which was successfully treated in the following way. A supra-pubic cystotomy was 
done, and also an episiorrhaphy by means of two flaps, one reversed so as to bring 
the skin surface towards the vaginal orifice, and the other undermined and brought 
across the original site and the raw surface of the first flap. The patient was taught 
to use an obturator for the hypogastric fistula and to wash out, regularly, the cavity 
thus formed. This method is, of course, useful only in exceptional cases, but as a 
last resource it can be used to prevent the perpetual dribbling of urine, which is so 
distressing. G.F.D.S. 


\ Foreign Bodies within the Vagina. 

Wattace (8. N.). Surgery, Gynecology and Obstetrics, March, 1907.—The author, 
after citing a very large number of cases in which foreign bodies of the most varied 
kinds and sizes were found in the vagina, gives notes of a case of his own in which 
he removed a hard rubber Hodge pessary from the vagina of a woman aged 75. 
She stated that it had been inserted 35 years previously, and that itp had not been 
removed for 25 years. There was very little structural alteration and not much in- 
crustation of the pessary. The patient had suffered practically no annoyance. 

Rospert JARDINE. 










































































Total Uterine Prolapse at 16 years of age. 

Surrer. Monats. fiir Geburts. und Gyndkol. Bd. xxiv., Ht. 4.—The author 
records this condition in a nullipara, in whom the displacement occurred as the result 
of straining at heavy work. The patient was anemic and badly nourished. The 
prolapse in the course of a year became complete; it consisted of the round liga- 
ments, the ovaries and a small retroflected uterus. Anterior and posterior colpor- 
rhaphy, along with Alexander-Adams’ operation was performed at different times, and 
the patient was ultimately cured. The case is of interest from the early age at which 
the prolapse eccurred, and from the fact that the patient was a nullipara. 

E. Scorr CARMICHAEL. 


Dilatation of Cornual Blood-vessels: Rupture into Uterine Cavity: 
Hysterectomy: Recovery. 

Suvpson (F. J.). Zrans. Amer. Ass. Obst. and Gyn., 1905. Vol. xviii., p. 163.— 

A woman aged 45 had had 3 children and 4 miscarriages, the last child being 20 

months old. Her menstruation began at 15 and had always been regular and rather 
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profuse, but she did not menstruate from the time of her last conception until 
March Ist, 1905. Three days after that period, without pain or warning of any kind, 
she suddenly lost a pint or more of fresh red blood. On April 7th a similar hemor- 
rhage occurred, the hemorrhage ceasing almost as suddenly as it began. On April 
30th, after a feeling of fulness in the pelvis, and whilst quietly seated, she again bled 
furiously, and was put to bed very pale and weak. On the following day an attempt 
was made to wash out the uterus with very hot water, with the hope of causing it to 
contract firmly and prevent a repetition of the bleedings. This was scarcely begun, 
when a stream of blood hissed out. She lost more than at any previous time; she 
looked almost bloodless, and it was with extreme difficulty that she was kept alive 
during the next day or so. 

Vaginal hysterectomy was performed on May 31st, and her convalescence was 
normal. The uterus was enlarged, and was soft and flabby, with thickened walls. 
On slitting up the right cornu a varicose vein 2cm. in diameter was found, containing 
a large blood-clot which protruded into the uterine cavity through an opening in the 
vein 4-mm. in diameter. The clot served as a plug, completely closing the rent. In 
the immediate vicinity, several other veins 4 to 6 mm. in diameter were severed, and 
their curled lips pouted. The cut surface of the uterus was studded by a large 
number of blood-vessels, which stood out above the surface, like sclerotic arteries. 
Microscopically, the endometrium showed no marked changes; the myometrium 
was thickened, and the blood-vessels increased in size. In many of the vessels the 
lumina were much dilated, in others they appeared smaller than normal, but their 
walls were thickened. The intima showed proliferation; in some it extended round 
the vessel as an obliterative endarteritis; in others only involving part of the cir- 
cumference of the intima—a nodular endarteritis. The musculature of some of the 
vessels was decreased, the intima in such cases usually being proliferated. The 
dilatation and endarteritis were most marked in the vessels of the right cornu. 
Section through the ruptured vessel showed proliferation of the intima with degenera- 
tion of its cells. In the tissue surrounding the vessel there was an abundant in- 
filtration of small round cells. Frank E. Tay.or. 


Vaginal Section as an operation of choice. 

Byrorp (Henry T.). Surgery, Gynecology and Obstetrics March, 1907.—As the 
removal of the uterus through the vagina requires special training and much practice, 
the abdominal method is naturally the operation of choice among general surgeons, 
but cases in which the affected parts are more easily accessible from below are well 
adapted for vaginal section. 

When the uterus itself is not to be removed the peritoneal cavity may be opened 
by the incision of either the anterior or posterior fornix, but whenever the work can 
be done through either incision, the posterior should be selected. It may sometimes 
be necessary to extend the anterior or posterior incision round one or both of the 
lateral fornices. 

Whenever the cervix is much elevated and back near the sacrum and, on bimanual 
examination, adhesions can be felt to extend far upwards, when there are complica- 
tions in the abdomen requiring attention, or a tumour extending above the pubes, 
and whenever the vagina is very narrow, the abdominal method is preferable, even 
though a vaginal section may be possible. 

Some patients have a great fear of abdominal section and will insist on the 
operation being done through the vagina, but the operator should not allow the 
patient to force his hand unless he knows he can give her as good a chance of 
recovery. 

The utility of vaginal section is diminishing and will diminish further as the 
technique of abdominal section for pelvic conditions improves, but there will always 
be a place for it in gynecology. RosBert JARDINE. 
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The comparative advantages and disadvantages of Hysterectomy 
and removal of the body of the Uterus. 


Bove (J. Westey). Surgery, Gynecology and Obstetrics, March, 1907.—The 
author states that though at present there is a decided preference for supra-vaginal 
amputation of the uterus the advisability of total hysterectomy arises, and he is 
himself in favour of this procedure, in view of the following facts :—Malignant 
disease of the cervix uteri is discovered comparatively frequently after the body of 
the organ has been removed; an important proportion of tumours supposed to be 
innocent are found to undergo malignant degeneration themselves, or are com- 
plicated by malignant degeneration of the corporeal endometrium ; carcinoma has been 
detected in the cervix within a few days after the removal of the body of the uterus; 
and, in innumerable instances, discovery of malignancy in the uterine body just 
removed has prompted immediate removal of the cervical stump. In support of this 
contention he gives statistics from various sources which prove the existence of a 
strong influence in fibroids of the uterus in causing malignant degeneration of that 
organ. Whenever the cervix is badly lacerated, or morbidly degenerated, to leave 
it behind is to invite malignant degeneration. 

In regard to malignant degeneration of fibroids it is extremely difficult to deter- 
mine by symptoms, or even by the examination of uterine scrapings, whether this 
has or has not occurred. Even at the time of operation, unless the malignant 
degeneration be marked, it cannot be ascertained with certainty, and certainly an 
adeno-carcinoma of the cervix may exist in the presence of uterine fibroids without 
attracting attention. In all cases the tumour and endometrium should be carefully 
examined as soon as the specimen is removed, and this may be done by an assistant 
before the surgeon has finished the toilet of the peritoneum. 


Bovée declares that “malignant degeneration of the cervix occurs quite commonly 
after removal of the uterine body.” The tyro, he admits, will often find amputation 
the easier method, and even experienced surgeons may find total extirpation a trifle 
more difficult, but he asks: “Is the surgeon to make his own ease in operating the 
paramount issue, or shall the welfare of his patient be of first consideration?” In 
his opinion the selection of the partial or complete hysterectomy should be as far as 
possible determined before the endometrium or the interior of the tumour is exposed, 
to prevent the danger of infection of the peritoneum by direct contamination. 


In young women the retention of the portio vaginalis is of importance and in 
such cases, where there is no family history of malignant disease, and in the absence 
of uterine growths, the cervix should not be removed. In practically all other cases, 
and particularly in old women, if a uterine growth be present, the cervix should be 
removed with the uterus. Rosert JARDINE. 


Sacral Operations on the Rectum and Uterus. 


GotpscHWwEND. Archiv fiir klinische Chirurgie. Bd. lxxxii., Ht. 3.—The results 
of 151 cases of removal of the uterus by the sacral method are here recorded. 
During a period of 14 years 535 cases of uterine cancer were under treatment; of 
these 210 were operated on by radical methods giving an operability of the high 
percentage of 39°3 per cent. The total mortality was 11 per cent., but fell to 6°8 
per cent. in the last series of cases. This mortality is little higher than that of the 
vaginal operation, and is much lower than that of other radical methods.. The 
sacral method simplifies resection of the rectum, bladder or infected parametrium, 
and not opening the vagina until late in the course of the operation diminishes the 
danger of local infection. E. S. CarRMICHAEL. 
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The Indications for Operation for Uterine Fibroids. 

OtsHAvsEN. Zeits. fiir Geburts. und Gyndkol. Bd. lix., Ht. 1—At the Berlin 
Obstetrical and Gynecological Society on October 26th, 1906, Olshausen opened a 
discussion by reading a paper on the indications for operation on uterine fibroids. 
He divided the indications into two groups—first those which constitute a danger to 
the life of the patient, and secondly those which menace her health but not her life. 
About the first group, which includes peritonitis due to torsion of a tumour, ascites, 
hydronephrosis, uremia and very severe bleeding, there can be no difference of 
opinion. The second group includes bleeding, pain, great size and especially rapid 
increase in size of the tumour, difficulty in micturition, etc. 

Olshausen considers that severe pain is a comparatively rare indication for opera- 
tion, and is surprised at Winter finding it the most common indication. Severe pain 
will frequently disappear spontaneously after a time, as a fibroid gradually changes 
its position, a fact which he thinks is not sufficiently borne in mind. 

He has often seen tumours shrink after the menopause to one-half, one-third, or 
even a smaller fraction of their original size. Difficulty of micturition or actual 
retention of urine constitutes one of the most important indications for operation, and 
Olshausen is astonished at finding that so few operators lay stress on these symptoms. 


He is much struck by the number of “complications” which some authors consider 
to be indications for operation; among others, the “small-cystic degeneration” of the 
ovaries which plays an important réle in the indications given by some American 
authors. If this condition rendered operation necessary, it would be our duty to 
remove both ovaries in most cases of normal pregnancy, since the “small-cystic 
degeneration” is extremely common in pregnancy. 

Olshausen is very sceptical about the injurious effect which, it is alleged, even 
small uterine fibroids exercise on the heart. ‘Cystic degeneration” of the fibroid is 
often spoken of as an indication for operation, although in many of the cases reported 
this condition could not have been found out until after the removal of the tumour. 
Most cysts in fibroids are quite harmless and of no importance; a small circumscribed 
necrosis is not an indication for operation; cystic degeneration due to lymph- 
angiectasis is quite another matter. 

Most of the “complications” noted by English and American authors, e.g., 
disease of the ovaries and tubes, cannot be diagnosed until the abdomen is opened, 
and ought not to be numbered among indications for operation. 

Myomectomy during pregnancy is very seldom a good practice; it is impossible to 
say to what depth in the uterine wall the tumour may extend. 

Olshausen is quite certain that some “fibroids” are really sarcomata or become 
sarcomatous, and also that the presence of fibroids favours the occurrence of car- 
cinoma of the body of the uterus, but he cannot see that these facts justify the 
prophylactic removal of all fibroids. If operation, on these grounds, were performed 
in every case, it would be performed unnecessarily in 95 out of every 100 cases, for 
malignant disease does not occur in more than 5 per cent. When the mortality of 
hysterectomy has been brought down to 1 per cent., we may advise operation in every 
case of uterine fibroids, but not before, and that time is not yet come. Sarcomatous 
change is generally characterized, especially after the menopause, by the recurrence or 
increase of bleeding, by severe pain, and by rapid increase in the size of the tumour. 

Brése, Bokelmann, Czempin, Strassmann, R. Meyer, Nagel and Keller took part 
in the discussion which followed. Henry Russet, ANDREWS. 


The Treatment of Uterine Myoma. 

JORDAN (J. Furneaux). Brit. Med. Journ., January 26th, 1907.—Jordan finds 
it still necessary to run a tilt against the idea that uterine fibroids are usually harm- 
less growths and had therefore better be left alone. He ardently advocates ab- 
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dominal hysterectomy, which for him, as a rule, means the supra-vaginal operation. 
He has only removed the cervix where there has been malignant disease and in a 
few of his earlier cases. He prefers abdominal to vaginal hysterectomy except in 
a small number of cases, with a small myoma no complications. The great drawback 
to myomectomy, in his opinion, is its uncertainty: in two cases within the last few 
months he has had to perform hysterectomy after previous myomectomy. 

Frank E. Taytor. 


A New Mode of Treatment for Inoperable Cancer of the Uterus. 
GertHoRN (G.). Jour. Amer. Med. Assoc., 1907. Vol. xlviii., No. 17, p. 1400.— 
This paper has a somewhat misleading title, as it is concerned more with the treat- 
ment of offensive discharges than with that of the carcinoma itself. The author re- 
commends the methodical application of acetone. As much as possible of the growth 
is curetted away, and the surface dried with cotton wool ; the patient then being in the 
Trendelenburg position, from one-half to one fluid ounce of acetone is poured into the 
wound through a Fergusson’s or other tubular speculum, and is allowed to act on the 
tissues for from a quarter to half an hour. Care must be taken to prevent the 
acetone from running over the vulva or the perineum. As a result of this treatment 
the discharge becomes less offensive, the hemorrhage decreases and the general con- 
dition of the patient improves. At the same time the growth itself becomes firmer 
and less fragile. Acetone has not been detected in the urine of any of the patients 
who have undergone this treatment. C. NEPEAN LoNGRIDGE. 


The Relation between Carcinoma of the Uterus and of the Ovary. 
ALBERTIN and JaMBON (A.). Revue de Gynécol. et de Chirurg. Abd., November— 
December, 1906.—The authors relate two cases of carcinoma of the uterus co-existing 
with carcinoma of the ovary, not as the result of gradual extension from one to the 
other, which is found post mortem in 20 per cent. of inoperable cases, but either of 
metastatic or of independent origin. They suggest that the apparent rarity of this 
condition is due to inadequate microscopic examination, for ovaries may appear 
healthy to the naked eye, even on section, and yet be found to contain carcinoma 
under the microscope. Many also are probably looked upon as recurrences where the 
uterus and the ovaries have not both been removed at the operation. The authors 
consider the intimate vascular connections between uterus and ovary to be an im- 
portant factor in the etiology of this condition, and they insist on the great 
difficulty of determining whether the primary growth is that in the uterus or that 
in the ovary, if examination be restricted to the microscopic sections alone. They 
also insist that identity of character in the growth from the two sources is 
not necessary to prove metastasis. Their first case they consider to be one of 
columnar-celled carcinoma of the body of the uterus with an atypical metastatic 
deposit in the right ovary. Their second to be carcinoma of the left ovary with a 
metastatic deposit in the uterine wall. In this second case the uterus was myomatous 
and lined with fungous endometrium, which showed no sign of malignant change in 
any part. They draw the conclusion that in operating for malignant disease of either 
the ovaries or of the uterus, both the uterus and the ovaries should always be 
removed. G. F. Darwatt Smits. 


The Parametrium in Carcinoma of the Cervix. 

Sampson (Joun A.). Amer. Jour. of Obstet., October, 1906.—The author has 
made a careful study of 27 specimens, removed, presumably by operation, at the 
Johns Hopkins Hospital. He divides the cases into inverting and everting types, 
the latter being the cauliflower-like growth of squamous-celled carcinoma. Six of the 
cases were of this type, the remainder being of the inverting type and arising at, or 
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within, the external os. The parametrium was found involved in seventeen instances : 
in eight by direct extension of the growth, either en masse, or in the form of thread- 
like processes along the lymph channels or in the nerve sheaths; in three cases, 
metastases were found in the lymphatic structures of the parametrium without any 
evidence of a direct extension of the disease beyond the cervix; in six cases, both 
forms of invasion were present. The direct extension of the disease into the para- 
metrium is usually accompanied by reaction on the part of the surrounding tissue, 
causing a certain amount of induration in addition to that caused by the cancer. 
The presence of this induration and its amount varies greatly in different cases, so 
that the hard or soft feeling of the parametrium affords no definite evidence of the 
presence or absence of cancer in that tissue or of the extent of the process. The 
parametrium may, on the one hand, feel indurated and yet, on section, show no 
evidence of cancer; on the other hand, it may be normal to the touch and yet contain 
cancer either in the form of thread-like extensions or of minute metastases. The: 
pelvic lymphatic glands were studied in nineteen cases, and one or more glands 
were found involved in nine cases: in three of the latter cases no cancerous lesion 
could be detected in the parametrium of either side, showing that the disease may: 
apparently pass through the parametrium without infecting it. But it is of great 
clinical importance to recognize the fact that the parametrium may be cancerous, 
while the pelvic lymph glands are free, the state of affairs being comparable to a 
mammary cancer in which the pectoral fascia is involved, while the glands are: 
unaffected. A wide excision of the parametrium is demanded, firstly because it is: 
so frequently involved, and secondly, because the growth is local in from one-half to 
two-thirds of the operable cases. C. Nepean LoNGRIDGE. 


Sarcoma of the Vagina in Children. 
Ronin (Maurice). Revue de Gynécol. et de Chirurg. Abd., January—February,. 
1906.—The author discusses the vaginal sarcoma of children under six heads :— 


4itiology. Little is known about this. It occurs most commonly between the: 
ages of 2 and 5 years. It is occasionally found in the newly-born, but it is un- 
certain whether it is ever congenital. 


Pathological Anatomy. At a certain period of its development this growth forms. 
the well-known “ grapelike” tumour, the “ Traubiges Sarkom” of Pfannenstiel, or the 
polypoid sarcoma of Kolisko. At an earlier stage it is found most often on the 
anterior or lateral vaginal walls, more rarely on the posterior, and has a uniform 
and smooth surface and a spherical or hemispherical form. As active growth occurs, 
various centres of proliferation raise the surface of the tumour into bosses, which. 
gradually become more and more pedunculated. At the same time its base often 
involves the whole vagina, and in most cases is extremely infiltrated. The bosses are 
generally slightly ovoid, sometimes rather flattened, usually greenish yellow in colour- 
and translucent, though occasionally reddish-brown from hemorrhage. They have a 
very fine network of vessels on their surface. After puncture a little serous fluid 
escapes, but they do not collapse completely. 


Of 14 cases recorded by Pick 9 grew from the anterior vaginal wall, 2 from the 
right, 1 from the left, and 2 from the posterior wall. As the tumour grows, it dilates 
the vagina and eventually appears at the vulva as a polypoid grapelike mass. There: 
may be a fetid, sanious, semipurulent discharge, but there is no great tendency to 
ulceration. After reaching the vaginal roof the growth may invade the cervix, cer-. 
vical canal, or rarely even the body of the uterus. It seems to be always primary in 
the vagina. A peculiarity of the growth is that it almost always attacks the vesico- 
vaginal cellular tissue, and tends to compress and perforate the bladder wall. Exten- 
sion to the rectum has only been recorded in one case. Distant metastases are very- 
rare. 
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Histology. A. Pettit has described the changes in the vaginal wall as well as 
those in the tumour itself. These consist essentially of the appearance of embryonic 
sarcomatous tissue without visible differentiation into cells. The nuclei are very 
irregular in shape, size, and chromatin content. They measure usually 7—15y across ; 
a few were 100, There is active karyokinesis, but the karyokinetic figures are 
nearly all abnormal. The chromosomes are irregular and short. The achromatic 
spindles are well developed. The capillaries are large but are surrounded by unaltered 
endothelium and connective tissue. The tumour itself is usually a myxosarcoma, 
occasionally a fibrosarcoma. In some cases striated muscle fibres are present (Kolisko), 
and, more rarely still, smooth muscle fibres. Unlike the analogous cervical growths 
of adults, these tumours have not been found to contain cartilage. 

Symptomatolcgy. There may be no symptoms during the greater part of the 
intravaginal growth. The first symptom is often hemorrhage; at other times, pain, 
constipation, disturbance of micturition, or the appearance of the growth at the 
vulva. Hemorrhage always occurs and there is profound anemia. The pain is 
usually coincident with the vaginal distension or with retention of urine, and often 
ceases when the growth appears outside the vulva. Vesical trouble is more common 
than rectal. The grapelike form of the tumour is not constant. 

Course and prognosis. The course of the disease is rapid (1 month to 6 years) ; 
the patients emaciate rapidly and death is due to local extension and cehexia, not to 
metastases. After operation recurrence is the rule; after 1 month and 10 days re- 
spectively in 2 reported cases. Only in 2 instances has there been no recurrence. 

Diagnosis. In all suspicious cases a prompt physical examination is imperative, 
after which diagnosis is easy. 

Abstracts of 12 cases illustrated with 4 figures are added. 

G. F. Darwatt Smite. 


Experimental investigations on the direction of infection in 
Tuberculosis of the Female Genital Tract. 

June (PH.) und Bennecxe (A.). Archiv fiir Gyn. Bd. Ixxx., Ht. 1, p. 68.— 
‘The authors arrive at the conclusion that an ascending tuberculosis of the female 
genital organs can be produced experimentally in rabbits. In this assertion they are 
in diametrical opposition to Baumgarten, who will only admit of a descending infec- 
tion in the female, corresponding to the direction of the current which carries the 
ovum from the tubes to the uterus. Jung and Bennecke think that ascending tuber- 
culous infection is made possible by the anti-peristaltic movements of the uterus 
during sexual excitement. Their conclusions are based upon experiments on 82 
rabbits when the authors obtained a percentage of 14°6 ascending infections. 

H. T. Hicks. 





Reviews of Recent Books 


REPORTS OF SOCIETIES. 


OBSTETRICAL SOCIETY OF LONDON. 
Meeting held June 5th, 1907, Dr. Herpert R. Spencer, President, in the Chair. 


A short communication was read by Dr. H. Russet, ANDREWS, on 

Two Cases OF PREGNANCY IN A RUDIMENTARY UTERINE Horn. 
In the first case pregnancy had occurred in a right rudimentary horn and had gone on 
to about 8 months when the foetus died. Laparotomy was performed 5 months later 
when suppuration had occurred. The specimen removed showed a small uterine 
cavity on the left side and the large right horn. The patient recovered. The second 
case was one of ruptured pregnancy through the rudimentary uterine horn at about 
the eighth month. The pregnant horn ruptured, causing severe intra-peritoneal 
hemorrhage. Laparotomy was performed and the pregnant horn removed, but the 
patient died about an hour after the operation. The foetus did not appear to be 
of much more than 6 months’ development. 

Miss Garretr ANDERSON mentioned a case of Cornual Pregnancy on which she had 
operated recently. The gestation sac lay in the undeveloped right horn of the 
double uterus, and corresponded to about 2 months’ pregnancy. The right ovary con- 
tained a recent corpus luteum. There was no communication between the right horn 
and the exterior. 

A paper was read by Mr. Henry T. Hicks on 

PRIMARY VAGINAL EMBOLIC CHORION-EPITHELIOMA, 
and also a paper on 
A Case OF CHORION-EPITHELIOMA COMPLICATED BY H2MATOMETRA, 
by Drs. W. S. A. Grirrit# and Hersert Wittiamson, both of which will appear 
in full in a subsequent number of this JouRNAL. e 

Mr. Tarcetr thought that all cases of double lutein cystic tumours of the ovary 
should be carefully recorded. At an operation for ovarian cyst with pregnancy at 
the fourth month he found the tumour consisted of thin-walled lutein cysts which 
partly ruptured on removal. The opposite ovary was in a similar condition. Both 
tumours were removed. A fortnight later the patient aborted. The fetus was 
macerated and the placenta was partly composed of vesicular mole. So far the 
patient had shown no sign of development of chorion-epithelioma. 

The following specimens were shown :— 

Dr. LONGRIDGE : 


1. Rupture of the Heart in a Still-born Baby. 

2. Specimen and Drawings of Dilated Ureters in Still-born Infants. 

Dr. AMAND Rovrs : 

Pelvic Organs from a Case considered to have Inoperable Ovarian Papilloma 
seven years previously. 

The PRESIDENT : 

Myomatous Uterus, weighing 7 lbs., in a patient at. 22. 

Dr. Briccs : 

1. Fibroid Induration around a Needle removed from the Left Labium Majus. 

2. Early Tubal Pregnancy. 

3. Ovarian Pregnancy. 


6 
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BRITISH GYNASCOLOGICAL SOCIETY. 
Meeting held May 9th, 1907, Dr. Hexwoop Smira in the Chair. 


Dr. A. E. Gigs read a paper entitled : 

OBSERVATIONS ON THE SuRGICAL TREATMENT OF INFLAMMATORY DISEASES OF THE 
UrTertne APPENDAGES BASED ON A SERIES OF 120 CasEs. 

After referring to the absence of any necessity for vindicating surgical inter- 
ference in such cases, the author presented a tabulated list of cases in which 
he classified them into non-suppurative and suppurative. In unilateral salpingitis 
the main indication for operation was pain. In bilateral non-suppurative disease 
the uterus was retroverted and fixed in about half the cases. Tuberculous 
disease was unilateral in one case out of six. When suppuration was present 16°2 per 
cent. of the cases were unilateral. More than half of the whole series were bilateral 
and probably due to gonorrheeal infection. As a rule it was not necessary to remove 
the uterus, because of prolonging the operation and impairing the integrity of the 
pelvic floor. Salpingostomy was of little value when the tubes were occluded by 
inflammation. In separating adhesions it was easier to work from above at first and 
then from below, afterwards isolating the outer extremity of the broad ligament and 
clamping the ovarian arteries. 

The uterus tends to become retroverted after removal of the tubes, and therefore 
ought to be fixed to the abdominal wall. In tuberculous salpingitis with hydro- 
peritoneum flushing was advised but not otherwise. Drainage was best avoided in 
tubercular lesions, but to be used when there was a tendency to oozing or when the 
bowel was damaged. In acute septic peritonitis a large rubber drain was employed, 
but in other conditions gauze was inserted for forty-eight hours when necessary. 
The value of Fowler’s position was emphasized ; aided by repeated injections of saline 
solution. 

Dr. J. J. Macan was disappointed to find the author so strongly recommended 
abdominal drainage rather than vaginal. Instead of simple section of diseased tubes 
he preferred excision from the cornu of the uterus. The danger of peritonism was 
much less when calomel was given after the operation. 

Mr. Caartes Ryatt discarded suprapubic drainage for vaginal some years ago. 
He considered the danger from sepsis was small and did not occur in suitable 
conditions. 

Dr. SmMatiwoop SavacE believed that cases of acute pyosalpinx should be treated 
by a vaginal incision and drainage, as in some cases so treated both tubes and 
ovaries would resume their normal functions. He advocated the use of’ mercury and 
iodides in some cases before resorting to operation. He drew a distinction between 
infection arising after labour and that from gonococcal or mixed infection. 

Dr. MAcNAUGHTON JONES agreed that hematosalpinx occurred apart from ectopic 
gestation. It was remarkable that three out of the seven deaths were due to septic 
peritonitis. It was most important to cover all raw surfaces with peritoneum. He 
urged the necessity of increasing the resistance of patients as far as possible. In the 
whole series the vermiform appendix had been removed only four or five times, 
which was remarkable. 

Dr. R. T. Smrrx considered the post-partum cases might have been reported in 
full, as it was important to know whether the abscesses existed before labour. Serum 
therapy might have been adopted in some of the cases. It was not justifiable to 
operate on tubal disease before a year or more of general treatment. Hernia had 
become rarer since the abdominal wound was sutured in layers. 


Dr. Strmon narrated an interesting case bearing on the subject of post-partum 
infection. 


Dr. Heywoop Smits preferred abdominal drainage to vaginal. It was not neces-- 
sary to remove the uterus in inflammatory diseases of the appendages. 
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NORTH OF ENGLAND OBSTETRICAL AND GYNAZCOLOGICAL SOCIETY. 
Meeting held at Leeds, May 10th, 1907, Dr. E. O. Crorr, President, in the Chair. 


The PresipENT showed a Microscopical Section of Primary Carcinoma of the 
Urethra, removed from a married woman aged 37, who had complained of painful 
micturition with soreness of the vulva for several months. An ulcerating growth with 
thickened edges occupied the posterior lip of the meatus urinarius and extended for 
jin. down the urethra, destroying the urethro-vaginal septum. The growth had also 
spread laterally on the anterior vaginal wall, and deeply involved the submucous 
tissues. Glands were found in both inguinal regions. Complete removal was found 
ta be impossible. 

Dr. J. B. Hetxrer exhibited a specimen of 7'ubal Mole, removed by abdominal 
section from a nulliparous woman 30 years of age, who had been married 4 years. 
Menstruation ceased on February 12th, having been previously regular, and on 
April 7th the patient had a severe attack of abdominal pain accompanied by a red 
discharge. Per vaginam the uterus was somewhat enlarged and a cystic swelling 
occupied the left posterior quadrant of the pelvis. The vaginal mucosa was of a 
marked purple colour. 

Abdominal section, performed April 1lth, revealed free dark blood in the peri- 
toneal cavity. The left Fallopian tube measured 4in. and 2in., and leakage was 
occurring through the patient’s abdominal ostium. On section the tube was tightly 
distended with blood-clot, in which chorionic villi and decidual cells were demon- 
strated microscopically. The right appendages were normal. 

The PREsIDENT introduced a discussion on 

Tue TREATMENT OF ALBUMINURIA AND ECLAMPSIA OF PREGNANCY. 


He considered that we have not nearly approached finality in our knowledge of this 
subject, and that it is still necessary to go on reviewing our position and experiences 
in order to gain suggestions as to the principles of treatment. Further advances, he 
thought, must be made by the loyal co-operation of the pathologist and obstetrician. 
At present we have not the materials at hand for a basis of classification of the 
causes of the condition and the indications for treatment. 


Dr. Crorr made a clear distinction between the terms albuminuria and pregnancy, 
and the albuminuria of pregnancy, the former referring to the coincidental occurrence 
with pregnancy of albuminuria due to pre-existing nephritis from ordinary causes, 
the latter to the albuminuria arising during pregnancy from causes in some way 
intimately associated with the pregnant condition. Our present position as regards 
treatment is somewhat more advanced than twenty years ago, in that we pay more 
attention to the presence of an unknown toxemic condition which we attempt to 
deal with directly. He ventured to hope that ultimately the medical treatment of 
the disease will improve in efficiency to the extent of largely diminishing the necessity 
for active obstetric interference in most cases, and mere palliative treatment of the 
convulsions when such supervene. 

In speaking of pregnancy associated with pre-existing nephritis he urged that the 
pregnancy should not be interrupted, until very thorough general treatment had been 
adopted, as many cases improved rapidly and completed the pregnancy without serious 
trouble. Cases of Chronic Bright’s disease with pregnancy were quoted, in which 
treatment was not attempted and serious eclamptic attacks occurred. 

In considering Albuminuria of pregnancy apart from eclampsia, he urged the 
importance of complete recumbency, warmth, milk diet, and eliminative measures. 
The pregnancy need not be interrupted until indications were present that the 
disease was not under control. Spontaneous abortion from death of the foetus often 
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rendered operative interference unnecessary. In the event of the necessity arising, 
Dr. Croft advocated the gentlest methods. 

Rapid dilatation and evacuation under safe anesthesia (especially ether) he thought 
were bad practice. 


The 7'reatment of the Pre-eclamptic state required more vigorous attention to 
elimination; rectal and gastric lavage, followed by saline injections, and hot packs, 
were useful. Pilocarpine might also have its use in this stage, but it was dangerous 
during the eclamptic attack. Diaphoresis was more safely promoted by the hot pack. 
The recognition of the pre-eclamptic stage gave us warning and time to adopt energetic 
measures. There is now no doubt that the pregnancy should be terminated by 
rupture of the membranes. In the absence of convulsions time may be given for 
dilatation to occur. Accelerative measures may be employed if necessary. 


Dr. Croft discussed the Treatment of the Eclamptic Attack and the various 
methods directed towards (1) the elimination of the poison, (2) controlling the actual 
convulsions, (3) the obstetric procedures for emptying the uterus. He asked for 
opinions on venesection followed by saline infusion, intravenous or subcutaneous. 
He approved of these, as well as purgation by saline rectal injections and subsequent 
lavage. He had not found thyroid extract effectual but more evidence was required in 
this respect. For pyrexia he preferred the application of cold to antipyretic drugs. 
He instanced two cases where the temperature rose to 107° in a few hours. The 
operation of renal decortication required further evidence to justify its employment. 


He thought the control of the convulsions by chloroform as a routine practice 
required reconsideration. He did not agree with its prolonged administration. The 
indications for morphia required defining. It undoubtedly in many cases controlled 


the convulsions, but he doubted whether it should be given when coma is well 
marked. 


Regarding obstetric measures, Dr. Crorr did not favour accouchement forcé, nor 
was Cesarean section, in his opinion, ever necessary. Rupture of the membranes, 
dilatation of the cervix preferably with the fingers if the dilatation did not occur 
naturally, and accelerative measures, forceps rather than version, were good practice. 
He did not advocate mechanical dilators on the Bossi principle. He thought they 
were clumsy and dangerous substitutes for the trained and sensitive fingers of the 
obstetrician. 

Dr. Croft illustrated his remarks by notes of a series of cases. 

Dr. HELLIER said that the proper treatment of eclampsia had been under discus- 
sion ever since he was a student, but we seemed to be as far as ever from a 
unanimous verdict. In regard to prophylactic and eliminative measures there was 
general agreement, but on the important question of induction of labour and the 
rapid evacuation of the uterus, opinions differed widely. There never were so many 
strong supporters of purely expectant methods, and there was never a time when 
forced delivery after rapid dilatation by Bossi’s instrument or by vaginal Cesarean 
section or other rapid methods was so widely practised as it is in Europe to-day. 
Formerly we were agreed at any rate that chloroform was a remedy for all cases, 
now it is condemned by many, including the Dublin school. For his own part, he 
was inclined to the principle of terminating the pregnancy, and thus arresting the pro- 
duction of a toxin, produced only during pregnancy. The slower and gentler methods 
of accomplishing this are the best in most cases, although he had had some very 
successful experience with Bossi’s dilator. He considered the use of salines to be of 
great value. In hospital practice he preferred intravenous to intracellular injection. 
Rectal lavage must not be forgotten. 

The great difference of opinion between various obstetricians was partly accounted 
for by the fact that no one man sees a very large series of cases, and there is a great 
variation in the severity of symptoms. The milder cases yield to almost any treat- 
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ment, and a series of such may lead one to favour methods which totally fail when 
applied to the severest type of cases. 

Dr. Lioyp Roserts discussed the treatment of albuminuria of pregnancy, and laid 
stress on rest in bed, warmth, and dietetic measures, especially milk. He advocated 
intestinal antiseptics, e.g., calomel, or grey powder and saline purgatives with the 
object of preventing auto-intoxication from the alimentary canal. He would 
encourage the onset of labour when, in spite of prolonged treatment the albuminuria 
increased or profound symptoms supervened. Coma and intermittent cardiac action 
he regarded as indications for the employment of more prompt measures. 

Dr. Stooxes thought there was no distinct advance in the treatment of eclampsia. 
He referred to Ramsbotham’s Obstetric table from 1828 to 1850, including 48,776 
cases with 220 deaths, a mortality of 4°5 per 1,000, which is rather less than that of 
England and Wales at present. In this table are 43 cases of convulsions before and 
after delivery (1'1 per 1,000) with only three deaths. 

Now at the Liverpool Lying-in Hospital between the years of 1886 and 1905, out 
of 3,818 admissions there had been 52 cases of uremia and eclampsia, and of these 
22 have died, or 42 per cent. The incidence was the more interesting as 39 of the 
52 cases occurred during the last 10 years. 

Dr. Stookes regarded the prevention of eclampsia as far more important than its 
cure, and attributed the increase in this disease to increase in intestinal affections. 
He thought food played a very important role in the causation of the latter. For 
the pregnant woman he advocated routine and careful attention to the cleansing of 
the alimentary canal. 

He believed in the free use of gastric and rectal lavage and saline injections into 
the subcutaneous tissues. He objected to the induction of labour in the pre- 
eclamptic condition. He had not found thyroid to be of much value. In the 
eclamptic stage he preferred to treat symptoms, and allow labour to come on, if 
possible, spontaneously. 

Dr. Watrer having discussed the treatment of albuminuria of pregnancy, said 
that in the treatment of eclampsia he had found morphia useful. In one case in 
which 10 fits had occurred during the night the patient was admitted into hospital, 
1/, of a grain of morphia was administered. The patient slept 12 hours and no more 
fits occurred. Aperients, salines, and diaphoretics were also given. On the tenth day 
all albumin had disappeared and the patient returned home. Two days later she 
was re-admitted in labour and delivered by forceps of a living child without any 
recurrence of albuminuria or fits. 

In most cases of eclampsia he advocated emptying the uterus without delay, com- 
mencing, if necessary, with Hegar’s dilators, then Champetier de Ribes’s bag, and 
when possible, using forceps rather than version. If a quarter of a grain of morphia 
was given first, he believed less chloroform was needed. Saline injections, purgatives 
and diaphoretics were essential. He had seen but very temporary benefit from vene- 
section, and had not tried incision of the cervix or vaginal Cesarean section. 


ROYAL ACADEMY OF MEDICINE IN IRELAND. 
SECTION OF OBSTETRICS. 


Meeting held on Friday, May 24th, 1907, Dr. R. D. Pureroy, President of the 
Section, in the Chair. 


Dr. Henry Jeter exhibited the following specimens :—(a) Uterus and Upper 
Two-thirds of Vagina, removed by Werder’s method for cancer of the vagina; (b) 
Remainder of Vagina and Inguinal Glands from the same case. They were, he 
thought, of interest from both the operative and pathological standpoint, as cancer of 
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the vagina was a very rare condition. The specimen had been removed from a 
patient, aged thirty-nine. She stated she had menstruated regularly up to the 
present time, but that there had been a certain amount of leucorrhceal discharge, 
which had been gradually increasing. She had not suffered in any way from 
hemorrhage. Her general health was good, and she had not lost weight. 
On examination he found, first of all, that there was a condition of the cervix 
somewhat resembling an erosion. There was an area of congestion which 
bled when touched. On the anterior vaginal wall there were several nodules about 
the size of a hazel nut, extending half-way down the wall, and upwards almost to the 
cervix, and so close that for that and other reasons he believed the case to be one 
of intra-cervical cancer that had grown out on to the vagina. The case was a 
favourable one, and he decided to perform the operation described as Werder’s opera- 
tion. The operation proved simpler than he expected, there being practically no 
hemorrhage. He removed the uterus, appendages, broad ligaments, and upper two- 
thirds of the vagina, but did not do a very extensive para-uterine dissection, as there 
seemed to be no indication for it. He separated the anterior vaginal wall practically 
down to the urethral orifice, and the posterior wall half-way down. The patient 
made a favourable recovery. He sent the specimen to Dr. Rowlette, who reported 
as follows :— 

“Specimens submitted by Dr. Jellett—(a) Uterus and appendages, with part of 
vagina; (b) remainder of vagina, with inguinal glands. 

“(a) Vagina shows ulcerating patch, about one inch and a half in diameter, 
situated in anterior wall. Microscopically this patch shows proliferating masses of 
epithelioid cells. In parts the cells show considerable resemblance to gland-tissue, 
empty spaces being surrounded by proliferating masses of cells. The condition is 
malignant. In other parts the cells are in solid masses. The uterus presents a firm, 
white cervix, which on section exhibits one or two small cysts. Microscopically the 
cervix presents much fibrous tissue. The covering epithelium is regular, but covered 
with fibrino-purulent exudate. The glands in some parts are normal, in others dilated 
and cystic. The endometrium of the body is soft and friable. Microscopically it 
shows congestion and necrotic changes, but the glands are quite regular. One ovary 
is firm and hard, showing microscopically much fibrous tissue. The other has some 
small cysts. 

“(b) Examination of the remainder of the vagina and the glands is quite negative. 
The glands are hard and firm, but do not, as far as examination shows, contain any 
secondary deposits of cancer.” 

There was no involvement of the rectum, bladder, or breasts, or of the intestinal 
tract, or any other part that caused any symptoms, or a tumour that could be felt. 
Such being the case, he thought it prudent to remove the remainder of the vagina 
and inguinal glands. 

Dr. Hastincs Tweepy said it appeared to him, from the description, to be a case 
of malignant disease of the vagina pure and simple; he was therefore anxious to know 
why Dr. Jellett considered the removal of the uterus necessary. 

Dr. Row etre said the pathology of the tumour was of great interest because of 
its peculiar type. On first examining the vagina he had little doubt that he would 
find adeno-carcinoma of the body of the uterus, but on cutting the uterus and finding 
no primary focus of the disease he had, he thought, to conclude that it was primary 
in the vagina. It was possible that it was an adeno-carcinoma originating in 
Wolffian remains, or it might be an endothelioma. 

Dr. JELLETT, in reply, said the uterus was removed both because he believed the 
case to be one of intra-cervical carcinoma extending into the vagina, and because in 
any case of vaginal carcinoma, if the entire vagina had to be removed, it is necessary 
also to remove the uterus. He had previously cystoscoped the bladder and found 
the wall healthy. 
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Tue Report oF THB RoTuNDA HospiTaL FOT THE YEAR 1905-6. 
ADJOURNED DIscussIion. 


Dr. NEIL congratulated Dr. Hastings Tweedy, the Master of the Rotunda Hospital, 
on the extent of the report and the work done. In the case of unavoidable hemor- 
rhage, he thought it would have been better to have brought down a leg and to have 
allowed the patient to deliver herself. 

Dr. JELLETT referred at some length to a case of concealed accidental hemorrhage 
to which he had been called from the Rotunda some ten years before. He had found 
a patient with a pulse above 120, and a uterus which had increased in size in a few 
hours from the umbilicus up to near the ensiform cartilage, and with the diagnosis of 
concealed accidental hemorrhage on her face. He performed Porro’s operation, and 
found the placenta floating about in the uterus, which was full of blood. At a sub- 
sequent discussion his treatment was objected to on the ground that a large number of 
cases of concealed accidental hemorrhage had been successfully treated by other 
means. If that were so, then Porro’s operation was unjustifiable, but he was of 
opinion that the cases referred to were in reality cases of external hemorrhage. Dr. 
Tweedy stated that the case in the report was the first case he had ever seen, and he, 
Dr. Jellett, had made out some statistics on the matter, which showed that up to 
the year 1896, only five cases had occurred amongst 43,000 patients in the practice of 
the Rotunda. He believed Dr. Tweedy’s statement to be perfectly correct, that such 
cases were of extreme rarity, and that, considering the very severe mortality in them, 
it was a mistake to try to promulgate the idea that they were common, and that they 
were amenable to treatment suitable and excellent in the case of external accidental 
hemorrhage. Dr. Tweedy had a theory that a plug in the vagina would compress 
the uterine arteries; that theory was susceptible of proof, as, if the uterine arteries 
were compressed, the child would die, and that the child did not always die was 
proved by a case in Dr. Tweedy’s present report. If a uterus from which no blood 
was escaping went on increasing in size he thought it was fallacious to suppose that a 
plug would make any difference, and the only thing that could be said for it was 
that it might bring on labour. He suggested that the condition was to all intents 
and purposes identical with that of internal hemorrhage anywhere else, and con- 
sequently the correct treatment was to get to the bleeding point from above or from 
below and stop the hemorrhage at its point of origin. 

Professor ALFRED SmiTH regretted he could find no advance in the teaching of 
midwifery in the report, and that the recognized methods of treatment were not set out 
in greater detail. As a teacher of students he would be glad to know why Dr. Tweedy 
altered the old-established division of ante-partum hemorrhage. Again, he thought 
the results of the standard of morbidity were extremely remarkable. The Rotunda 
Hospital estimate made it a remarkably good standard, whereas the British Medical 
Association standard made it the same as last year. The question of which was the 
better standard was of importance to anyone estimating statistics. Then, in the 
treatment of abortions, it was not stated what kind of active interference was resorted 
to. He made the criticisms with a view to eliciting greater detail for the benefit of 
those who, like himself, would turn to it for information and enlightenment. He 
congratulated Dr. Tweedy on the excellent results which had been achieved. 

Sir Witttam Smyty said that, while he recognized the great difficulty in com- 
piling tables, he agreed with Professor Smith as to the advisability of having more 
details in regard to interference in abortion, particularly as to the number of cases in 
which interference was necessary, and the nature of the interference. He regarded 
the introduction of separate cots for infants as a matter of great importance. He had 
never seen a case of death from labour shock in the report before, nor had he met 
with a case. He had, however, seen two cases in which patients very nearly died 





88 Journal of Obstetrics and Gynecology 


without any hemorrhage ; ultimately, however, they ‘‘ pulled round,” and so he could 
quite believe that there was such a thing as death from shock after labour. As to 
his cases of concealed accidental hemorrhage, it was probable that there had been 
only one case in the house and Dr. Baggot’s case in the extern maternity. If there 
was any external hemorrhage at all it showed that the uterus had some resisting 
power, and that therefore that case could not be put in the same class as internal 
hemorrhage without any external escape. The latter showed absolute atrophy of the 
walls of the uterus, and inability to resist the pressure of blood. He did not see how 
plugging the vagina could save the life of the person in such a case. He considered 
that Porro’s operation was less dangerous. He wondered if the increase in the 
mortality of post-partum hemorrhage was connected with the modern method of 
treating the third stage of labour. It showed the care that had to be exercised in 
watching the uterus, as there was a risk of hemorrhage going on which they did not 
either see or feel. 

Sir A. V. Macan said he would like to have the dates of cases given for easy 
reference. In his memory the extern cases had increased from 70 to 2,254. He 
thought it was a great pity that they could not refer to the same standard of 
morbidity as the Continental hospitals. He had no doubt that there were many cases 
of slight concealed hemorrhage that were never diagnosed. In cases of post-partum 
hemorrhage, any treatment that omitted opium as a stimulant was not quite up to 
modern views. It was not, he thought, possible in an annual report, such as they 
were considering, to enter into the details of treatment in every case. 

Sir Witt1am Smyty explained that his observations as to concealed accidental 
hemorrhage applied only to severe cases. 

Dr. Spencer SHEILL said it seemed a peculiar thing to him that a patient in a 
healthy condition could die of labour collapse. The three cases referred to by Dr. 
Tweedy bore a strong resemblance to each other in respect of causation. He did not 
think shock was the correct term. If the normal shock of labour acted on a patient 
in an unhealthy condition, it was not the shock that was the primary cause of death. 
He thought it would be better to put such cases down as death from unknown causes 
rather than under the ambiguous term of shock. 

Dr. AsueE said he thought they could greatly improve their methods of giving 
morphia salts. There were derivatives of morphia which were not so depressing as 
the hydrochloride. 

The CHAIRMAN said the occurrence of mammary abscess in the case of septicemia 
was of great interest, as it was a rare accompaniment of the condition. In the other 
case of septicemia it occurred to him that probably rupture of the uterus had 
taken place. He found it hard to understand what circumstances in a case of hydro- 
cephalic head could have justified version. He thought it was a pity that they had 
not a standard of morbidity identical with the Continental for purposes of comparison. 
He doubted if as much benefit as was expected had followed the discarding the use 
of the blunt flushing curette and douching. He agreed with the Master of the 
Rotunda that pubiotomy would go a long way towards rendering the induction of 
premature labour unfashionable; but he still thought that cases would be found in 
circumstances which would justify induction. 

Dr. Hastincs TwEepy, in reply, said he was not responsible for the diagnosis in 
the extern cases. The point which Dr. Jellett had made in regard to concealed 
accidental hemorrhage was a particularly good one. If he stopped the hemorrhage 
in the uterine arteries the child died because he stopped the blood that went to the 
placenta, and that was an apparently weak point in the theory; but he could say that 
he had never yet failed to stop hemorrhage coming through a plug in the vagina, and 
he had never known of hemorrhage pouring out over the plug. He had shown over 
and over again that no blood collected in the uterus when once the vagina 
was plugged. The plugging of the vagina caused a considerable amount of shock to 
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the patient through pressing on the cervical nerves, and he regretted that patients 
often did not get better, in spite of the plugging of the vagina, even though the 
hemorrhage ceased ; nor had he ever had a living child born after plugging the vagina 
in the manner recommended as treatment for accidental hemorrhage. He thought it 
was understandable how the uterine arteries could be stopped, when there was a plug 
pressing up with a binder pressing down the uterus. He dreaded the alternative of 
cutting out the uterus from a woman suffering from shock. As regards details of 
cases, where he had glossed over a subject, it would be found that the method had 
been given in a former report; if the treatment had been altered in any way it would 
be referred to in the new report. He had been led to suppose that he had hit on an 
improved standard of morbidity, as it showed a high percentage when the hospital 
was really unhealthy, and a low percentage when the hospital was in an extremely 
healthy state, as in the present year. He could assure the Section that there was no 
more regularity amongst Continental authorities than in their own country. The 
method standardised by the British Medical Association had the merit of being 
simple. As regards the cases of death from labour shock, Dr. Sheill would see that 
Dr. Rowlette could find nothing to account for death; and, though some other condi- 
tion might have produced the shock, it was the shock that killed the patient. Some- 
times the retention of the placenta gave rise to profound shock quite apart from 
hemorrhage. He had therefore made it a rule that the Sister should constantly note 
the pulse and examine the aspect of the patient until the placenta was delivered, 
and summon the Assistant-Master the moment the least change was seen, whether 
there was hemorrhage or not. 
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REVIEWS OF RECENT BOOKS. 


Disgases OF WOMEN, A CLINICAL GUIDE TO THEIR DIAGNOSIS AND TREATMENT. By 
George Ernest Herman, M.B., F.R.C.P. With 265 illustrations. Third 
edition, 1907. Cassell & Co., Ltd. Price 25s. 


Dr. Herman’s text-book on the diseases of women is so well known, and the 
present edition differs so little from the previous one, that a long review is not called 
for. We will briefly enumerate the principal alterations which we have noticed. 

The account of hysteria is re-written in order “to put before the reader the 
modern conception of hysteria as a disease characterized by definite physical signs.” 
Dr. Herman has also re-stated his views on “So-called ovarian pain,” and the small 
clinical significance of cirrhosis of the ovary, on the lines of the paper which he gave 
at the Oxford meeting of the British Medical Association. He introduces a reference 
to prolapsed and tender ovaries, but is careful not to suggest operative measures. 
In the treatment of diffuse septic peritonitis he advises the use of saline injections 
into the cellular tissue, but he does not mention the alternative plan of continuous 
rectal saline injection, which gives such good results. He alludes to the writings of 
Hermes and of Battle and Corner on the relation of right odphoro-salpingitis to 
appendicitis, and brings up to date his account of tubal pregnancy and peri-tubal 
hematocele. He does not, as in the last edition, recommend washing out the peri- 
toneal cavity in abdominal section, and he no longer suggests that in hysterectomy for 
interstitial ectopic pregnancy the pedicle should be fixed in the abdominal wound. 
On the question of arterio-sclerosis of the uterus as a pathological condition causing 
hemorrhage, he suspends judgment. Sponge tents now finally disappear in favour of 
laminaria. A fuller and better account is given of chorio-epithelioma, based upon 
Teacher’s monograph from which some illustrations are reproduced. He also gives 
some figures to show the microscopic structure of cancer. Concerning adenoma 
malignum, he says that the distinction between this and the benign form is one not 
of kind but degree. “If adenomatous growth is abundant and recurs after removal 
it may be considered malignant and the uterus should be removed.” The necrobiotic 
changes observed in myomata and the newer theories as to the functions of the corpus 
luteum receive notice, as do Williamson and Atlee’s observations on the pathological 
nature of vascular caruncles. Under the head of ovariotomy, after-complications are 
dealt with more fully than formerly; the technique of abdominal hysterectomy is 
also revised. With these not very material exceptions the book remains as before. 

The operating specialist who wants descriptions of new operations and varieties of 
technique must consult other works. For the general practitioner there is, in our 
opinion, no better treatise on gynecology than this of Dr. Herman’s. His careful 
enforcement of the teaching of Matthews Duncan on the real significance (or in- 
significance) of many of the supposed symptoms of pelvic disease for which women 
consult the specialist ; his own lucid account of the pathology of the nervous system 
as it concerns the gynecologist and his protest against mere mechanical views of 
disease and treatment, and against needless operative tinkering are all very good 
gynecology in the broadest sense of the term, and very necessary to be understood 
by all who have to treat the diseases of women. Those of us who remember what 
were the net results of treatment obtained in the days of the older gynecology as 
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practised by the mechanical school, can bear testimony to the very small proportion 
of patients who were ever really cured of any thing that did not actually lie on the 
surface. Dr. Herman has a very useful way of saying what can and what can not 
be expected from treatment. He states his opinions plainly and strongly and with a 
flavour of healthy dogmatism. If the reader does not agree with him it is easy to 
recognize the point of divergence and by what investigation the reader’s own position 
may be tested. If the teachings of this book were more widely grasped a great deal 
of misconception and much disappointment in every-day practice would be obviated. 
The work is well illustrated, and it is interesting to notice how many of the best 
illustrations in this as in other text-books on Obstetrics and Gynecology were origin- 
ally drawn by the hand of Robert Barnes, whose loss we have had occasion so 
recently to mourn. J.B. H. 


OPERATIVE GYNAKOLOGIE. By Dr. A. Déderlein and Dr. B. Krénig. Second edition, 
improved and enlarged; 721 pp.; 282 illustrations. Leipzig: George Thieme, 
1907. Price 25s. 


The first edition of this work was reviewed in this JournNnat last year (March, 
1906, p. 238). In the new edition changes have been introduced under the heading 
of anesthesia (especially spinal and local anesthesia), in the methods of aseptic 
treatment of wounds, in the technique of the operation for cancer of the uterus, 
in the indications for operation for myoma, and in the after-history of ovariotomies. 
A new chapter has been added on the surgery of the urinary passages. 


The authors recommend the use of pieces of strapping, placed over the front of 
the abdomen only, to keep the dressing in place after abdominal section; and for the 
first 24 hours they place a sand-bag weighing one or two pounds over the dressing. 
This does not appear to the reviewer to be sufficient protection against bursting of 
the wound, and is inferior to the many-tail bandage of flannel or to strapping which 
passes right round the body of the patient. 


The difficulty of artificial lighting of the operating theatre has been met by reflect- 
ing the light on to the operating table by a series of mirrors, the arc light being, if 
necessary, in another room, and projecting its rays through a hole in the wall of the 
theatre. This method of illumination does not do away with dust-carrying surfaces 
over the operating table, but is a step towards the right solution of a difficult problem. 


It is surprising to see four illustrations of angiotribes, the dangers and unreliability 
of which are well known and indeed are pointed out by the authors in the text. 


The authors discuss the question of the effect on the patient of the removal of the 
ovaries, and of the removal of the uterus with or without the ovaries. They quote 
Rauscher, who investigated 54 cases of total hysterectomy, in all of which the ovaries 
were spared. He has shown that no atrophy of the vulva and vagina takes place 
after total hysterectomy, at any rate within two years, and that the molimina after 
total hysterectomy have scarcely any importance. 


The authors do not agree with Abel’s view, based upon clinical investigation, as 
to the shrinking of the ovaries after hysterectomy, for they have found the ovaries 
of normal size ten years after the operation. They attribute the atrophy which 
appears to occur in certain cases to extensive ligation of the ovarian vessels, and 
quote with approval measures designed to avoid this. 

The authors’ experience is that the general condition of the patient is so much 
better after hysterectomy if the ovaries are left behind, that they always endeavour 
to spare the ovaries of women in the bloom of sexual life, and even in older women 
they only remove them for technical reasons. The authors prefer total hysterectomy 
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for myoma to the partial operation, and have had 170 operations with 6 deaths. 
They express this preference, although their results with the partial operation (62 
operations with 1 death) have been excellent. 

The important subject of hysterectomy for cancer is very fully discussed and 
illustrated. In the statistics of the extended operation for cancer a serious error 
occurs in the statement that of Jacobs’s 95 operations “76 were free from recurrence,” 
the fact being that 87 were dead at the time Jacobs published his statistics, and 
only two were known to be alive, 14 and 11 months after the operation.* 

A fine plate is given of a case in which the wall of the ureter was invaded by 
cancer of the cervix: the ureter and corresponding kidney were removed together 
with the uterus, and the patient remained free from recurrence after 34 years. The 
case is a striking piece of evidence of the value of the extended abdominal operation 
for cancer of the cervix. 

Under the heading “ operations for prolapse,” a description is given, with beauti- 
ful illustrations, of the various operations, and this is followed by a consideration of 
the final results of these operations. The authors report favourably on the results 
of hysterectomy, usually combined with resection of the vagina, for severe cases of 
prolapse: of 43 cases eight had slight recurrence, but in these cases the vagina had 
not been excised, and no plastic operation had been performed. 

They have also obtained good results from the Schauta-Wertheim operation, and 
point out that the results depend on careful attention to detail in carrying out the 
operation, an opinion which the reviewer, having had the advantage of performing 
the operation under the supervision of Professor Wertheim, is able to endorse. 

The exigences of space prevent reference to all the many excellences of this 
magnificent work: suffice it to say that every chapter may be read with profit by 
every gynecologist. The illustrations have never been surpassed and, by printing 
the raw surfaces red, a remarkable clearness has been obtained, and the artistic 
beauty of the plates has been at the same time enhanced. 

The new chapter on the urinary passages gives an excellent account, with numerous 
illustrations, of the methods of investigating and treating diseases of the bladder, 
ureter and kidney. Hersert R. Spencer. 


THe TREATMENT OF UTERINE ReTRO-DEVIATIONS. By G. A. Casalis, M.B., C.M. 
(Edin.). With thirty-five illustrations. Pp. 1738. Capetown, Pretoria and 
Bulawayo: T. Maskew Miller, 1906. 


“This is a very unpretentious little work,” says the author in his preface; and he 
has attempted only to treat the very complicated subject of uterine displacement from 
the point of view of the general practitioner and in as practical a manner as possible. 
The fact that this treatise is the first of its kind published in South Africa must 
excite a peculiar interest and sympathy in readers who have received their professional 
education in Great Britain. The success of Dr. Casalis may be confidently expected 
to stimulate others to like enterprises, and we feel that we may assure them of cordial 
sympathy and support from their fellow subjects in all parts of the world. 

As was to be anticipated from the “ Dedicace” to Professor Richelot, of Paris, 
the authorities chiefly quoted and the operative methods recommended are largely 
French. This fact gives a special character to the work and must excite the interest 
of the English reader in a way which probably would not be done by a native treatise 
on the same plan and scale. 

Some very judicious and useful remarks will be found in the first chapter, which 


* Brit. Gyn. Jour., vol. xxi., p. 47. 
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treats of Mobile and Adherent Retro-deviations. For example, “A cardinal rule 

. is never to introduce a pessary until the uterus is unmistakably felt behind the 
symphysis pubis and till one is fully satisfied no lesions of the appendages are in 
existence.” In the discussion of the question: “Are all uterine deviations to be 
treated?” the considerations for and against treatment are fairly stated, and the 
passages will be found useful reading by the general practitioner. There is perhaps 
room for some difference of opinion among experienced gynecologists as to the views 
expressed under “ Exceptions” to the rule. 

The methods mentioned in the chapter on “Reduction of the Retro-posed Uterus ” 
are perhaps too numerous and complicated. Some account of the author’s personal 
experience of one or two practical and generally applicable methods, without reference 
to authorities, would, we think, have afforded more useful guidance to the practitioner. 

The chapter on Pessaries will be found interesting and useful reading. It is 
perhaps a little overloaded with authorities, from Matthews Duncan to the most 
recent contemporary writers. The discussion of the “ Pathogenesis of Fibromata” in 
this connection is hardly in keeping with the practical aims of the author, but the 
exposition is lucid and concise. 

In the chapters on “ Uterine Massage and Electricity” Dr. Casalis seems to write 
@ summary of what has been done, not a contribution to the treatment of retro- 
deviations from his own experience of the methods. It may be safely surmised that 
this chapter of ten pages will be merely glanced at or skipped by most British 
readers. It does not appear to contain anything of interest to us, at least of a 
practical professional kind. 

The second part of the work is devoted to Surgical Treatment. The methods of 
uterine fixation, both direct and indirect, are fully given, and the descriptions are 
lucid and practical. Perhaps the author has been too anxious to give a complete 
statement of the operations which have been performed; some of them might have 
been passed over in silence without injury or disappointment to the medical prac- 
titioner. ‘The Indirect Uterine Fixation” generally includes the extra-peritoneal 
shortening of the round ligaments by the Alquié-Alexander-Adams inguinal method, 
but it also applies to the intra-abdominal fixation of the round ligaments by the 
Wylie and Mann operation, Chas. Beck and Doléris-Richelot operations, and finally to 
indirect vagino-fixation by Vineberg and Wertheim’s method.” Under “Other 
Methods” we have an almost too conscientious enumeration of tentatives and experi- 
ments by Thirier, Follet, Howard Kelly, Frommet, Pock and Doyen, which may be 
permitted to pass into oblivion with advantage to suffering women. 

Vaginal Fixation and Ventro-fixation are very fully and clearly described, and the 
technical proceedings of the various operators are well illustrated. The advantages 
and disadvantages of the vaginal fixations are discussed in a full and impartial 
manner, and obviously with an abundant knowledge of the shocking clinical records. 
The author does not offer any opinion contrary to the present trend to condemnation 
and complete abandonment of the operation however modified. “Most modern authors 

. . agree in condemning vagino-fixations as seriously affecting future pregnancies 
and labours.” 

Direct Ventro-fixation has devoted to it a chapter of much interest. After a short 
historical account, the technique of some of the more prominent operators is described 
in such clear terms as to be a sufficient guide to the operation for the inexperienced. 
In assessing the results the author has perhaps paid too much attention to the opinions 
and experience of Howard Kelly, and he is consequently too pessimistic. He has 
collected from the literature of the subject some of the “most appalling records” of 
complications due to obviously faulty methods. “That direct ventro-fixation is 
contra-indicated in women still in the child-bearing period” is a dictum scarcely 
justified by the evidence. It in fact amounts to the abandonment of an operation 
which if not abused may be one of the best in the practice of gynecology. 
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for myoma to the partial operation, and have had 170 operations with 6 deaths. 
They express this preference, although their results with the partial operation (62 
operations with 1 death) have been excellent. 

The important subject of hysterectomy for cancer is very fully discussed and 
illustrated. In the statistics of the extended operation for cancer a serious error 
occurs in the statement that of Jacobs’s 95 operations “76 were free from recurrence,” 
the fact being that 87 were dead at the time Jacobs published his statistics, and 
only two were known to be alive, 14 and 11 months after the operation.* 

A fine plate is given of a case in which the wall of the ureter was invaded by 
cancer of the cervix: tho ureter and corresponding kidney were removed together 
with the uterus, and the patient remained free from recurrence after 34 years. The 
case is a striking piece of evidence of the value of the extended abdominal operation 
for cancer of the cervix. 

Under the heading “operations for prolapse,” a description is given, with beauti- 
ful illustrations, of the various operations, and this is followed by a consideration of 
the final results of these operations. The authors report favourably on the results 
of hysterectomy, usually combined with resection of the vagina, for severe cases of 
prolapse : of 43 cases eight had slight recurrence, but in these cases the vagina had 
not been excised, and no plastic operation had been performed. 

They have also obtained good results from the Schauta-Wertheim operation, and 
point out that the results depend on careful attention to detail in carrying out the 
operation, an opinion which the reviewer, having had the advantage of performing 
the operation under the supervision of Professor Wertheim, is able to endorse. 

The exigences of space prevent reference to all the many excellences of this 
magnificent work: suffice it to say that every chapter may be read with profit by 
every gynecologist. The illustrations have never been surpassed and, by printing 
the raw surfaces red, a remarkable clearness has been obtained, and the artistic 
beauty of the plates has been at the same time enhanced. 

The new chapter on the urinary passages gives an excellent account, with numerous 
illustrations, of the methods of investigating and treating diseases of the bladder, 
ureter and kidney. HeERsert R. SPENCER. 








THe TREATMENT OF UTERINE RETRO-DEVIATIONS. By G. A. Casalis, M.B., C.M. 
(Edin.). With thirty-five illustrations. Pp. 178. Capetown, Pretoria and 
Bulawayo: T. Maskew Miller, 1906. 


“This is a very unpretentious little work,” says the author in his preface; and he 
has attempted only to treat the very complicated subject of uterine displacement from 
the point of view of the general practitioner and in as practical a manner as possible. 
The fact that this treatise is the first of its kind published in South Africa must 
excite a peculiar interest and sympathy in readers who have received their professional 
education in Great Britain. The success of Dr. Casalis may be confidently expected 
to stimulate others to like enterprises, and we feel that we may assure them of cordial 
sympathy and support from their fellow subjects in all parts of the world. 

As was to be anticipated from the “ Dedicace” to Professor Richelot, of Paris, 
the authorities chiefly quoted and the operative methods recommended are largely 
French. This fact gives a special character to the work and must excite the interest 
of the English reader in a way which probably would not be done by a native treatise 
on the same plan and scale. 


Some very judicious and useful remarks will be found in the first chapter, which 


* Brit. Gyn. Jour., vol. xxi., p. 47. 
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treats of Mobile and Adherent Retro-deviations. For example, “A cardinal rule 

. is never to introduce a pessary until the uterus is unmistakably felt behind the 
symphysis pubis and till one is fully satisfied no lesions of the appendages are in 
existence.” In the discussion of the question: “Are all uterine deviations to be 
treated?” the considerations for and against treatment are fairly stated, and the 
passages will be found useful reading by the general practitioner. There is perhaps 
room for some difference of opinion among experienced gynecologists as to the views 
expressed under “ Exceptions” to the rule. 

The methods mentioned in the chapter on “Reduction of the Retro-posed Uterus ” 
are perhaps too numerous and complicated. Some account of the author’s personal 
experience of one or two practical and generally applicable methods, without reference 
to authorities, would, we think, have afforded more useful guidance to the practitioner. 

The chapter on Pessaries will be found interesting and useful reading. It is 
perhaps a little overloaded with authorities, from Matthews Duncan to the most 
recent contemporary writers. The discussion of the “ Pathogenesis of Fibromata” in 
this connection is hardly in keeping with the practical aims of the author, but the 
exposition is lucid and concise. 

In the chapters on “ Uterine Massage and Electricity” Dr. Casalis seems to write 
a@ summary of what has been done, not a contribution to the treatment of retro- 
deviations from his own experience of the methods. It may be safely surmised that 
this chapter of ten pages will be merely glanced at or skipped by most British 
readers. It does not appear to contain anything of interest to us, at least of a 
practical professional kind. 

The second part of the work is devoted to Surgical Treatment. The methods of 
uterine fixation, both direct and indirect, are fully given, and the descriptions are 
lucid and practical. Perhaps the author has been too anxious to give a complete 
statement of the operations which have been performed; some of them might have 
been passed over in silence without injury or disappointment to the medical prac- 
titioner. “The Indirect Uterine Fixation” generally includes the extra-peritoneal 
shortening of the round ligaments by the Alquié-Alexander-Adams inguinal method, 
but it also applies to the intra-abdominal fixation of the round ligaments by the 
Wylie and Mann operation, Chas. Beck and Doléris-Richelot operations, and finally to 
indirect vagino-fixation by Vineberg and Wertheim’s method.” Under “Other 
Methods” we have an almost too conscientious enumeration of tentatives and experi- 
ments by Thirier, Follet, Howard Kelly, Frommet, Pock and Doyen, which may be 
permitted to pass into oblivion with advantage to suffering women. 

Vaginal Fixation and Ventro-fixation are very fully and clearly described, and the 
technical proceedings of the various operators are well illustrated. The advantages 
and disadvantages of the vaginal fixations are discussed in a full and impartial 
manner, and obviously with an abundant knowledge of the shocking clinical records. 
The author does not offer any opinion contrary to the present trend to condemnation 
and complete abandonment of the operation however modified. “Most modern authors 

. . agree in condemning vagino-fixations as seriously affecting future pregnancies 
and labours.” 

Direct Ventro-fixation has devoted to it a chapter of much interest. After a short 
historical account, the technique of some of the more prominent operators is described 
in such clear terms as to be a sufficient guide to the operation for the inexperienced. 
In assessing the results the author has perhaps paid too much attention to the opinions 
and experience of Howard Kelly, and he is consequently too pessimistic. He has 
collected from the literature of the subject some of the “most appalling records” of 
complications due to obviously faulty methods. “That direct ventro-fixation is 
contra-indicated in women still in the child-bearing period” is a dictum scarcely 
justified by the evidence. It in fact amounts to the abandonment of an operation 
which if not abused may be one of the best in the practice of gynecology. 
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The chapter on Shortening and Fixation of the Round Ligaments contains a clear 
and useful description and a judicious “personal appreciation” by the author. 

Intra-abdominal Shortening and Fixation of the Round Ligaments is a chapter 
devoted to some of the newer surgical procedures introduced in order to improve upon 
Alexander’s method. It contains under “ Personal Technique” a description of the 
author’s own method of operating. It must be judged on its own merits after trial, 
but it seems at first sight rather complicated considering the objects in view, and it 
may possibly go to still further add to the bewildering variety of such operations. 

“Abdominal Hysterectomy in Complicated Retro-deviations ” must surely be seldom 
required with so many less serious methods of treatment available. The authorities 
quoted are mostly French, as Pozzi, Ferrier, Doyen, and the operation is described 
and referred to as if it were quite a usual one. It does not appear to have appealed 
to the judgement and sympathies of English operators; at least we do not remember 
any reported cases. Let us hope there is no future for the operation of abdominal 
hysterectomy on the ground of retrofiexion alone. 

This monograph will be read with interest and advantage both by gynecologists 
and general practitioners. It reflects great credit upon the industry, knowledge and 
judgement of the author. 

The publishers must be congratulated on their enterprise and success, and especi- 
ally on the clearness and skill with which the numerous illustrations have been 
produced. W.J.S. 





